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Frederick & Towner—The Office Assistant 


For your Girl Friday—101 valuable suggestions, pro- tive management of appointments, records, billing. 
cedures, and methods in every area of medical office bookkeeping . . . tactful handling of patients 
assisting. Gives specific guidance on the most effec- simple office nursing . . . library duties . . . ete. 
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Saunders Books offering help on patient counseling, 


\ helpful new book on the everyday problems of the 
doctor-patient. relationship and the emotional re- 
action of patients to disease. You'll find here a large 
<eries of discussions giving specific answers to hun- 
dreds of knotty physician-patient problems. 


Dr. Hollender suggests solutions and approaches to 
questions such as these: Should you tell a patient he 
has cancer? What are the emotional reactions to anes- 
thesia? What should the cardiac’s family be told? 
What can you do for the dying patient? What are 
the emotional problems of the juvenile diabetic? 
How do you advise on the merits of breast vs. bottle 


A Modern Pilgrim’s Progress for Diabeties 


Here is a most useful manual on diabetic self-help 
and care for the patient and his family. When you 
recommend it, you can be sure it will be read, under- 
stood and appreciated by the patient. 


Over half the book is presented in an entertaining 
and story-book fashion. It tells the story of a dia- 
hetie’s life, her ups and downs, her contacts with 
other diabetics and their problems—until a com- 
posite, integrated picture of diabetes and the diabetic 
is unfolded. Every situation and episode is a pain- 
lessly presented object lesson. The story becomes 
real and personal to the reader—he can pick out his 
own type of case, follow it through and thus learn 


disease. 


The Psychology of Medical Practice. 


The Story of Peptie Uleer 


A new and delightfully illustrated litthe volume that you may very 
well adopt as a standard ingredient in your prescription for peptic 
ulcer sufferers. Nowhere else can you and your patients find such quick 
and sensible advice on the care and feeding of uleers—served up in 
such a palatable and easy-to-understand form. 


BY MARC H. HOLLENDER 


feeding? What is the physician's role in adoptions? 
How do you cope with the efforts of parents to direct 
your therapy? What are the ethics of prescribing 


placebos? 


This volume is valuable tp the medical man at any 
stage in his career. If you.can use practical, sage ad- 
vice on how to ease yourtpatient’s mind during his 
illness—you'll find no finer source than this book. 


By MARC H. HOLLENDER, M.D., Professor and Chairman, Department of Psy- 
chiatry, State Lniversity of New York, Upstate Medical Center; and Director, 


Syracuse Psychiatric Hospital. 276 pages, 6” x 9'4", $6.50. 


BY GARFIELD G. DUNCAN 


of the part he himself may play in affecting his fu- 
ture welfare. 

In addition to qualifying the reader to be better able 
to follow the advice of the family doctor, the book 
vives many pointers to the physician on the approach 
to and management of his diabetic patients. The final 
80 pages of the book are devoted to specific self- 
help on how to: make insulin injections, care for the 
feet, plan menus, combat insulin reaction, avoid 
diabetic coma, ete. A glossary defines all terms. 
When you prescribe this manual you can rest assured 
the patient will have reliable, up-to-date help. 

By GARFIFLD G. DUNCAN, Profesor of Medicine, Uni- 


versity of Pennsylvania. Director of Medical Divisions, Penn-slvania Hospital and 
the Benjamin Franklin Clinie, Philadelphia, 222 pages, x illustrated. $2.50 


BY RICHARD TONKIN 


Once you've seen the book, you may find yourself borrowing many of 
Dr. Tonkin’s apt phrases for your own. He has a remarkable knack of 
using just the right words and tone to bring home significant points 
and make them stick in the mind of the patient. In addition to being 
highly digestible fare, the author’s advice is the best that medical 
science has yet to offer on the causes of peptic uleer and on the simple 
rules of living that will assist the sufferer toward release from his 


By RICHARD TONKIN, M.D., F.C.R.P., Westminster Hospital, London, Mlustrated by RICHARD KEITH 
HELLIER, F.R.S.A. 70 pages, 514” x 734”, illustrated, $2.25. 
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office operation, and medico-legal problems 


The Office Assistant 


BY PORTIA M. FREDERICK AND CAROL TOWNER 


Here is a complete how-to-do-it book filled with in- 
formation to run your office smoothly, efficiently, and 
effectively. The experienced authors guide your Girl 
Friday to quickly become a competent secretary. 
bookkeeper, technician and public relations agent. 


They coach her on how to tactfully cope with all 
types of personalities on the telephone or in the of- 
fice—how to ease a patient’s confusion—how to ob- 
tain adequate information without appearing nosey. 


Graphic illustrations demonstrate every phase of the 
job from office record forms to ways of draping the 
patient for various physical examinations. 


You need only to briefly leaf through this manual to 
tell how valuable it is in saving you both time. steps. 
and money and in keeping your patients happy and 
satisfied. 


BY 


sation might be when providing expert medical testimony on the witness stand 
this authoritative volume will provide the answers. The author, an experi- 
enced trial lawyer. advises you on the legal maneuvers you may expect to 
encounter, He shows you how you may be led into traps by a shrewd examiner 
and how to avoid such traps. Here are but a few of the many topics covered 
in detail. Advice on handling hypothetical questions 
tion with direct testimony—Giving opinions on mental competency— Burden of 
proof in malpractice actions—Evaluation of incapacity in compensation case 
Privilege against self-incrimination—Contingent fee contracts—Keeping temper 
in irritating cross-examination—Doctor-patient relationship and the Law—Etc. 


Ry JOHN EVARTS TRACY, Professor of Law (Emeritus), University of Michigan. Author of Corporate Foreclosures, Corpora 


tion Practice, Handbook of the Law of Evidence and The Successful Practice of Law. 221 pages, 5 x 8”. $4.25 


W. B. SAUNDERS COMPANY 


West Washington Square, Philadelphia 5, Pa. 


Please send and charge my account: 


[] PSYCHOLOGY OF MEDICAL PRACTICE 


The Doctor as a Witness 


JOHN EVARTS TRACY 


If you have wondered exactly what your duties, privileges. rights and compen- 


Use of books in connec- 


] STORY OF PEPTIC ULCER 


[_] MODERN PILGRIM’S PROGRESS FOR DIABETICS 


Here are a few of the practical topics... 


e Effective telephone technique, appointments, han- 
dling the mail, daily schedule. 


@ Medical records, filing of records. extending cred- 
it, billing and collection procedures, bookkeeping. 
banking, accident and health insurance. 

Sterilization techniques. physical examinations. 
care of instruments, preparation and administra- 
tion of medicine, physical therapy, library and 
editorial duties, and even housekeeping. 


If you are training a new girl. this book can easily 
save 50% of your time and explanations. If you al- 
ready have a “gem”, the meticulous information 
here can impart even more brilliance to her effee- 
tiveness. 


By PORTIA M. PREDERICK, Instructor, Medical Office Assisting, Long Beach Cits 
College: and CAROL TOWNER, Executive Assistant, Department of Public Relations. 
American Medical Association 1 pages, illustrated, $4.7 
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Make Your @ift-Book Selections Here! 


Books of your choice will be sent directly to you, or to the individual 


EPSTEIN—CLIN. RADIOLOGY OF 
ACUTE ABDOMINAL DISORDERS 


By BERNARD S. EPSTEIN, M.D., Long Island 
Jewish Hospital and Albert Einstein College of Medi- 
cine, Yeshiva University, New York. 352 pages, x 
10”, 406 illustrations on 224 figures. New. $15.00. 


FRIED—TUMORS OF THE LUNGS 
AND MEDIASTINUM 


By B. M. FRIED, M.D., F.C.C.P., Montefiore Hos 
pital, New York; AND CONTRIBUTORS. 450 
pages. 240 illustrations and 4 in color on 2 plates. 


New. Just ready. 


POLLACK—BREAST TUMORS 


By ROBERT S. POLLACK, M.D., F.A.C.S., Stan- 
ford University School of Medicine, San Francisco. 
147 pages, 7” x 10”, 47 plates and 16 text figures. 5 
tables, New. $6.00. 


POLLACK—TUMOR SURGERY OF 
THE HEAD AND NECK 
By ROBERT S. POLLACK, M.D., 


ford University School of Medicine, 
101 pages, 7” x 10”. 112 illus. on 49 figures 


F.A.C.S., Stan 
San Francisco. 
$5.00 


TAYLOR—ESSEN. OF GYNECOLOGY 
By E. STEWART TAYLOR, M.D., University of 
Colorado School of Medicine, Denver. 502 pages 
343 illustrations and 7 in color on 4 plates. New. 
$12.00. 


WATKINS—A MANUAL OF 
ELECTROTHERAPY 


By ARTHUR L. WATKINS, M.D., Harvard Medical 
School, Boston, 259 pages. 167 illustrations and 1 
plate in color. 34 tables. New. $5.00. 


DUFAULT—DIAGNOSIS AND 
TREATMENT OF PULMONARY 
TUBERCULOSIS 

By PAUL DUFAULT, M.D., 

torium, Rutland, Massachusetts. 

73/44”. 162 illustrations and 1 plate in color. 

tion, $9.00, 


Rutland State Sana- 
426 pages. 5¥4” x 
2nd edi- 


SOFFER—DISEASES OF THE 
ENDOCRINE GLANDS 


By LOUIS SOFFER, M.D., F.A.C.P., Mt. Sinai 
Hospital, New York, and State University of New 
York, College of Medicine in New York City. 1032 


102 illustrations and 3 plates in color, 28 


pages. 
2nd edition. $16.50. 


tables, 


HEWITT—ALCOHOLISM 


A Treatment Guide for General Practitioners. By 
DONALD W. HEWITT, M.D., Los Angeles, Cali- 
fornia, 112 pages, 5V4” x 734”. $3.00. 


ORMSBY AND MONTGOMERY— 
DISEASES OF THE SKIN 


By the Late OLIVER S. ORMSBY, M.D., Univer- 
sity of Illinois, Chicago; and HAMILTON MONT- 
GOMERY, M’D.. Mayo Foundation, University of 
Minnesota, Rochester. 1503 pages. 750 illustrations 
on 666 figures and 18 in color on 11 plates. 8th 
edition. $22.00. 
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you name—with your card enclosed. Be sure to order your 


LEA & FEBIGER books NOW for delivery by December 24 


KATZ, STAMLER & PICK— 
NUTRITION & ATHEROSCLEROSIS 


By LOUIS KATZ, M.D., 
Michael Reese Hospital ; 


Cardiovascular Department, 


JEREMIAH STAMLER, 


M.D,. Chicago Board of Health; and RUTH PICK, 
M.D., Cardiovascular Department, Michael Reese 
Hospital, Chicago. 180 pages. 67 illustrations. New. 


Just ready. 


BOYD—PATHOLOGY FOR 
THE PHYSICIAN 

By WILLIAM BOYD, M.D., Protessor 

University of Toronto. 900 pages 7” ~ 10”. 

trations and 12 plates in color. New 6th 

$17.50. 


Emeritus, 
489 illus- 
edition. 


HARVIE—PEDIATRIC METHODS 
AND STANDARDS 


By FRED H. HARVIE, M.D., 
University of ania. 324 
Illustrated with many charts 
New 3rd edition $4.50. 


School of 
pares, 4,” 


diagrams and 


PARTIPILO—SURGICAL TECHNIQUE 
And Principles of Surgery. By A 
PARTIPILO, M.D., F.A.C.S., The Stritch School of 
Medicine, Loyola U niversity, Chicago. 966 pages, 
7” x 10”. 1235 illustrations on 719 figures, 4 in color. 
6th edition. $20.00. 


Operative 


FAUST AND RUSSELL—CRAIG AND 
FAUST’S CLIN. PARASITOLOGY 


By ERNEST CARROLL FAUST, A.B., M.A., Ph.D., 
Tulane University School of Medicine, New Orleans, 
La.; and PAUL FARR RUSSELL, M.D., M.P.H., 
Staff Member, The Rockefeller Foundation. /078 
pages. 346 illustrations and 7 plates in color, 23 
tables. 6th edition, $15.00. 


LEVINSON AND MacFATE—CLINICAL 
LABORATORY DIAGNOSIS 


By SAMUEL A. LEVINSON, M.S., M.D., Ph.D., 
University of Illinois College of Medicine, Chicago; 
and ROBERT P. MacFATE, Ch.E., M.S., Ph.D., 
Division of Laboratories, Board of Health, City of 
Chicago. 1246 pages. 244 tllustrations and 13 plates, 
11 in color, 142 tables. Sth edition. $12.50. 


SIMMONS AND GENTZKOW— 
MEDICAL & PUBLIC HEALTH 
LABORATORY METHODS 

35 CONTRIBUTORS. Edited by the Late JAMES S. 

SIMMONS, M.D., and CLEON J. GENTZKOW, 

M.D., Ph.D., Department of Health, Commonwealth 

of Pennsylvania. 1191 pages. 115 illustrations and 9 

plates in color. 129 tables, 6th edition, $18.50. 


BALLENGER AND BALLENGER— 
DISEASES OF THE NOSE, 
THROAT AND EAR 


By HOWARD C, BALLENGER, M.D., F.A.C.S., 
and JOHN J. BALLENGER, B.S., M.S M.D., 
Northwestern University Medical School, “Chicago. 


550 illustrations and 11 plates in color. 
$17.50. 


968 pages. 
10th edition. 


LEA & FEBIGE 


Please send me the books circled above or listed in the margin below: 
C) Bill me at 30 days 


WASHINGTON 
Canadian Agent: 


Address............... 


SQUARE, 
The Macmillan Co. of Canada, Ltd., 70 Bond St., Toronto. 


((] Charge under your monthly partial payment plan. 


JAFFE—TUMORS AND TUMOROUS 
CONDITIONS OF THE 
BONES AND JOINTS 


By HENRY L. JAFFE, M.D., Hospital for Joint Dis 
eases, New York. 629 pages, 7” x 10”. 701 illustra 
tions on 194 figures. New, $18.50. 


QUIMBY, FEITELBERG & SILVER— 
RADIOACTIVE ISOTOPES IN 


CLINICAL PRACTICE 
By EDITH H. QUIMBY, Sc.D., College of Phys: 
cians and Surgeons ; SERGEI FEITELBI RG, M.D., 


The Mt. Sinai Hospital and College of Physicians and 
Surgeons ; and SOLOMON SILVER, M.D., The Mt 
Sinat Hospital and College of Physicians and Sur 
geons, Columbia University, New York. 45/1 pages. 
)7 illustrations. New. $10.00. 


MacNEAL, ALPERS AND O’BRIEN 
—MANAGEMENT OF THE 
PATIENT WITH HEADACHE 

By PERRY S. MacNEAL, M.D., F.A.C.P. 

NARD J. ALPERS, M.D., Sc.D., (Med.), F.A.C.P. ; 

and WILLIAM R. O'BRIEN, M.D., F.A.P.A.; Jet 

ferson Medical College, and a ital, 

Philadelphia, Pa. 145 pages, 5V%4 $3.50 


STIMSON AND HODES— 
COMMON CONTAGIOUS DISEASES 
By PHILIP M. STIMSON, A.B., M.D., Cornell 
University Medical College; and HORACE I 
HODES, A.B., M.D., Mt. Sinai Hospital, New York 
. 624 pages. 84 tllustrations and 10 pl mn 

col r. 16 tables, Flexthle binding. Sth edition 


QUICK—HEMORRHAGIC DISEASES 
By ARMAND J. QUICK, Ph.D., M.D., Marquette 


£8.50 


University School of Medicine, Milwaukee, Wiscon 
sin. 451 pages, tllusirated. 31 tables. $9.50. 
WINTROBE—CLINICAL 
HEMATOLOGY 
By MAXWELL M. WINTROBE, M.D., Ph.D., 
University of Utah, College of Medicine, Salt Lake 
City. 1184 pages. 236 illustrations and 20 plates, 18 
in color. 6S tables. 4th edition. $15.00 
KATZ AND PICK—CLINICAL 
ELECTROCARDIOGRAPHY. 
I. ARRHYTHMIAS 
With Atlas of Electrocardiograms. By LOUIS N 
KATZ, A.B., M.A., M.D., F.A.C.P.; and ALFRED 
PICK, D. Michael Reese Chicago, Ih- 
nois. 7 pages, 7” ~ 10”, 415 illustrations, $17.50. 
BURCH AND WINSOR—PRIMER OF 


ELECTROCARDIOGRAPHY 


By GEORGE E. BURCH, M.D., F.A.C.P., Tulane 
University Schoo: of Medicine, New Orleans, Louis: 
ana; and TRAVIS WINSOR, M.D., F.A.C.P., Uni- 
versity of Southern California Medical School, Los 
Angeles. 286 pages. 281 illus. 3rd edition. $5.00. 


STIMSON—MANUAL OF FRACTURES 
AND DISLOCATIONS 


By BARBARA B. STIMSON, A.B., M.D., Med. 
Sc.D., F.A.C.S., St. Francis Hospital, Poughkeepsie, 
N. Y. 224 pages. 97 illustrations. 3rd edition. $4.50. 
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Hyman 
TREATMENT IN INTERNAL MEDICINE 


A guide to the best that modern medicine has to offer in 
therapy. An authoritative compendium of current treatment 
procedures outstanding for its explicit presentation of tech- 
nical knowledge and its combination of wisdom and com- 
mon sense. Contains up-to-the-minute information on the 
latest therapeutic and pharmaceutical advances 


609 Pages 42 Illustrations, 3 Color Plates NEW, 1958 $12.50 


Alvarez 


PRACTICAL LEADS TO PUZZLING DIAGNOSES 


Neuroses that Run Through Families 


A famous physician draws on his 50 years of practice (25 
with the Mayo Clinic) to outline a time-saving diagnostic 
regimen. With this guidance the physician will find the 
handling of many puzzling cases marvelously simplified. 


490 Pages 1958 $9.00 


Philip Thorek 


ILLUSTRATED PREOPERATIVE AND POSTOPERA- 
TIVE CARE 


By the author of “Surgical Diagnosis” and “Anatomy in 
Surgery.” A book of practical usefulness rather than of 
theory. Presents the most important aspects of modern 
pre- and postoperative care. The illustrations by Carl T 
Linden are unique among books in this field 


91 Pages 60 Illustrations 1958 $5.00 


Brown McDowell 


SKIN GRAFTING —3rd Edition 


An abundantly illustrated coverage of plastic surgery. Han- 
dles injuries resulting from burns, excision of tumors, 
cathode ray and atomic radiation, electricity, and farm, in- 
dustrial and traffic accidents. New data is included on the 
uses of the pedicle flap, the permanent pedicle blood-carry- 
ing flap, the homograft .and many other subjects 

411 Pages 328 Illustrations and 6 Color Plates 1958 $15.00 


Bernrezter 
ELECTROCARDIOGRAPHY 


Beginning with a lucid explanation of the basic physical 
principles involved (a boon to the physician long removed 
trom undergraduate basics) this text considers thoroughly 
the “why” and the interpretation of the electrical phenomena 
produced by cardiac action in both normal and abnormal 
heart conditions 

134 Pages 92 Illustrations 1958 $5.00 


Natof & Sadove 


CARDIOVASCULAR COLLAPSE IN THE OPERATING 
ROOM 


Reviews predisposing and precipitating factors, pathophysio 
logic mechanisms, preventive measures, diagnosis and treat- 
ment. Also considers multiple factors such as hypoxia, 
hypercapnia, possible reflex mechanisms, and toxic effects of 
anesthetics 

197 Pages 15 Illustrations, 13 With Color 1958 $6.00 


Werner Sederl 


ABDOMINAL OPERATIONS BY THE VAGINAL 
ROUTE 


This text presents the complete picture of all operations 
currently performed by the vaginal route. Discusses the 
advantages, outlines cases in which the vaginal approach is 
appropriate and those in which it is not. Profusely illustrated 


165 Pages 120 Illustrations 1958 $9.00 
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subscribers — practical, 
designed for easy reference .. . 


CLINICAL OBSTETRICS AND 
GYNECOLOGY 
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CLYDE L. RANDALL, M.D. 
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Medical Book Department of Harper & Brothers 
49 East 33rd St., New York 16, New York 


Please enroll me as a charter subscriber to CLINICAL OB- 
STETRICS AND GYNECOLOGY to begin with Volume 1, 
Number 1, as long as the supply lasts. Subscription price 


$18.00 per year. 
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Two symposia—one in obstet- 
rics, the other in gynecology 
—issued 4 times yearly. Pro- 
fusely illustrated, cloth-bound 
books with more than 250 pp. 
each, plus cumulative index. 


[] Check enclosed 
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WHEN 
BLOOD 
PRESSURE 
MUST 
COME 
DOWN 


AS IN THIS CASE’: 
Fundus of 62-year-old 
female who has had severe 
hypertension for many 
years. Photo shows 

of pre ire at a-v 
crossings and various 
types of hemorrhage. 


In Serpasil-Apresoline the 

mild calming and antihyper- 

tensive effects of Serpasil 

complement the more marked 

antihypertensive action of 

Apresoline. Thus, Apresoline is 

effective in lower dosage, resulting in a notable reduction of side effects. ‘Hydral- 

azine [Apresoline] in daily doses of 300 mg. or less, when combined with reser- 
pine, produced a significant hypotensive effect in a large majority of our patients 


with fixed hypertension of over three years’ duration.’ 


1. Bedell, A. J.: Clin. Symposia 9:135 (Sept.-Oct.) 1957. 2. Lee, R. E., Seligman, A. M., Goebel, D., Fulton, L. A., and 
Clark, M. A.: Ann. Int. Med. 44:456 (March) 1956. 


SUPPLIED: TaBLets #2 (standard-strength, scored), each containing 0.2 mg. Serpasil and 50 mg. Apresoline hydrochloride. 
TABLETS #! (halt-strength, scored), each containing 0.1 mg. Serpasil and 25 mg. Apresoline hydrochloride. 


(reserpine CIBA) 


= Be ® 
roct te CIBA) 
SOLINE® hydrochloride = 
J alazine hydrochloride C!|BA) 


CIBA 
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SERPA 
APRESOL 
(hydrala 
SERPAS 
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World-Renowned Ophthalmologist 
Presents a Mew 15-Volume Series 


on the r¢duances in Ophthalmology 


Duke-Elder 
SYSTEM OF OPHTHALMOLOGY 


In SYSTEM OF OPHTHALMOLOGY Sir Stewart Duke-Elder, a 
world-renowned ophthalmologist, presents an all-inclusive new series 
on advances in o Sa Although based upon subject matter 
in “The Textbook of Ophthalmology” published in seven volumes 
between 1932 and 1954, this new 15-volume series is entirely new 
and far more comprehensive in scope. The SYSTEM is under the 

eneral editorship of Sir Stewart Duke-Elder, aided by members of 
the staff of the Institute of Ophthalmology of the University of 
London. Each of the 15 volumes will be complete in itself, have its 
own index and may be ordered separately. 


VOLUME | THE EYE IN EVOLUTION 


Covers the Action of Light on Living Organisms 
and the Development and Function of Vision 


A most outst: inding and comprehensive contribution to the 
understanding of the action of light on living organisms and 
the evolutionary development and function of vision, THE 
EYE IN EVOLUTION is beautifully illustrated with 902 
illustrations, 15 colored plates and 350 marginal illustrations. 
With this book you can increase the breadth and depth of 
your knowledge of ophthalmology and share in the findings 
of many years of research by Sir Stewart Duke-Elder and 
his associates. 

In part I of this book, “The Effect of Light on Living 
Organisms,” the ways in which light affects metabolism, move- 
ment and — and the emergence of vision are 
explained. Part Il, “The Evolution of the Visual Apparatus,” 
proceeds to demonstrate the evolution of the visual apparatus 
through the morphology and systemic anatomy of the inverte- 
brates, protochordates, cvclostomes, fishes, amphibians, reptiles, 
birds and mammals. A separate chapter discusses the control 
organization of the vision of these animals. Part III, “The 
Function of the Eyes of Animals,” covers the function of vision 
in both invertebrates and vertebrates, and Part IV, “Evolu- 
tionary By-Ways,” presents such spec ial evolutionary phenom- 
ena as median and rudimentary eyes and luminous and 
electric organs. 


By SIR STEWART DUKE-ELDER, K.C.V.O., M.A., LL.D., D.Sc. 
(St. And.), Ph.D. (Lond.), M.D. Ch.B., F.R.C.S., Hon. D.Sc. (North- 
western), Surgeon Oculist to H. M. The Queen; Consulting Oph- 
thalmic Surgeon to the British Army and the Royal Air Force, 
Director of Research, Institute of Ophthalmology, University of 
London. With the collaboration of Members of the Staff of the 
Institute of Ophthalmology of the University of London. Just pub- 
lished. 843 pages, 634” x 10”, 902 illustrations, 15 colored plates, 
350 marginal illustrations. Price, $27.50. 


Gust Published! 2nd Edition 


Sorsby 
SYSTEMIC 
OPHTHALMOLOGY 


A Practical Volume 
for All Who Encounter 
Problems of the Eye 


The newly released 2nd edition of SYS- 
TEMIC OPHTHALMOLOGY, edited by 
Professor Arnold Sorsby, provides the 
most comprehensive and up-to-date cov- 
erage now available on all general aspects 
of eye disease with their many surgical, 
obstetrical, metabolic, dermatological and 
other implications. Broader in coverage 
and incorporating new chapters on sub- 
jects where advance in the field has been 
particularly rapid, this new volume now 
has 34 contributors selected for their 
leadership in ophthalmology, surgery, in- 
ternal medicine, neurology, allergy and 
physiology. 


Providing comprehensive discussions of 
ophthalmologic problems and complica- 
tions which occur in connection with rare 
and common diseases, and including 301 
photographs and drawings to help you in 
diagnosis and to demonstrate to you 
methods of treatment, this 701 page 
volume is divided into sections on the 
“Prenatal Pathogenic Influences,” “In- 
Hammation, Allergic Reactions, and In- 
fections,” “Nutritional, Metabolic and 
Endocrine Disturbances,” “Central Nerv- 
ous System,” “Cardiovascular and Haemo- 
poietic Systems” and “Other General 
Disturbances.” 


Although the book’s subject matter is 
“weighty,” the masterful editing of Pro- 
fessor Sorsby makes this volume a prac- 
tical reference not only for the experienced 
ophthalmologist, but also for the general 
practitioner or internist who may be the 
first to encounter problems of the eye. 
Edited by ARNOLD SORSBY, Research Pro- 
fessor in Ophthalmology, Royal College of 
Surgeons and Royal Eye Hospital; Surgeon, 
Royal Eye Hospital, London. Just published. 
2nd edition, 701 pages, 642” x 942”, 301 il- 
lustrations, 24 in color. Price, $25.00. 


At Your Favorite Bookstore or Order on 10 Day Approval From 


The C. V. MOSBY Company 


3207 Washington Boulevard, St. Louis 3, Missouri 
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Serpasil® offers 
2 special 
advantages for 


hypertensive 
patients, 
report St. Paul 
clinicians 


Physicians in St. Paul, Minnesota, find these 
actions of Serpasil desirable for many hyper- 
tensive patients: 

1. Serpasil relieves the tachycardia that so 
often accompanies high blood pressure. 

2. Serpasil has a rather pronounced central 
effect which is beneficial when hypertension 
is associated with frank anxiety or tension. 
The experience of 450 physicians through- 
out the U.S. (interviewed during the course 
of a world-wide survey*) illustrates these 
advantages. Excellent or good overall re- 
sponse was reported in 74 per cent of 871 


patients who received Serpasil for hyper- 
tension with anxiety-tension; 80 per cent ex- 
cellent or good response was reported in 
261 patients treated with Serpasil for 
tachycardia. 

If your hypertensive patient exhibits marked 
anxiety-tension — or if his heart rate is up — 
why not give him the extra benefit of Serpasil 
therapy? 


1B A summit, N. J. 


SERPASIL® (reserpine CIBA) 


*Complete information about the results of 
this survey will be sent on request. 2 /2soome 
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Tetracycline with Citric Acid LEDERLE 


LEDERLE LABORATORIES, a Division of AMERICAN CYANAMiD COMPANY, Pearl River, New York Bedaria) 
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prompt, aggressive 
antibiotic action 

s a reliable defense against 
monilial complications 


both are often needed when 


bacterial infection occurs 


for a direct strike at infection 
Mysteclin-V contains tetracycline phosphate complex 


It provides a direct strike at all tetracycline-susceptible organisms (most pathogenic bacteria, certain rickett- 
sias, certain large viruses, and Endamoeba histolytica) . 


It provides a new chemical form of the world’s most widely prescribed broad spectrum antibiotic. 


It provides unsurpassed initial blood levels — higher and faster than older forms of tetracycline — for 
rapid transport of the antibiotic to the site of infection, 


for protection against monilial complications 
Mysteclin-V contains Mycostatin 


It provides the antifungal antibiotic, first tested and clinically confirmed by Squibb, with specific action against 
Candida (Monilia) albicans. 


It acts to prevent the monilial overgrowth which frequently occurs whenever tetracycline or any other broad 
spectrum antibiotic is used. 


It protects your patient against antibiotic-induced intestinal moniliasis and its complications, including vaginal 
and anogenital moniliasis, even potentially fatal systemic moniliasis. 


MYSTECLIN-V 


Squibb Tetracycline Phosphate Complex (Sumycin) and Nystatin (Mycostatin) 


Capsules (250 mg./250,000 u.), bottles of 16 and 100. Hialf-strength Capsules (125 mg./125,000 u.), bottles of 16 and 100. 
Suspension (125 mg./125,000 u. per 5 cc.) 60 cc. bottles. Pediatric Drops (100 mg./100,000 u. per cc.). 10 cc. dropper bottles. 


Squibb Quality — the Priceless Ingredient 


mystecuin ©, sumycin ©’ ano myCOsTATIN © ARE SQUIBB TRADEMARKS 
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Spermicidal Gel with Built-in Barrier 


for and Elixirform. 
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“Nocturia and orthopnea have disappeared since he’s 
on NEOHYDRIN-—and he’s edema-free when he 
wakes in the morning.” 


oral 


organomercurial 


OH YDRIN 


BRAND OF CHLORMERODRIN 


LAKESIDE 
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anxiety 
and 


tension 
your 
patient 
can meet 
the 
rigors 

of life 


® 
jodium 


Jitteriness, apprehension, nervousness and the enervating insomnia which 
characterize the “anxiety state’’ encountered in daily practice are easily con- 
trolled by small, daytime Butisol® dosage. 

As shown recently’ in a prolonged comparative study of routine anxiety 
patients, Butisol was found to “produce satisfactory daytime sedation...with 
minimal occurrence of untoward reactions. Large nighttime hypnotic doses are 
unnecessary in the majority of patients.’ 

1. Batterman, R. C.; Grossman, A. J.; Mouratoff, G. J., and Leifer, P.: A Clinical Re-evaluation 
of Daytime Sedatives, Scientific Exhibit, Annual Meeting of AMA, San Francisco, June 23-27, 1958. 
2. Grossman, A. J.; Batterman, R. C., and Leifer, P.: Fed. Proc. 17:373 (March) 1958. 


BUTISOL sodium® TABLETS +» REPEAT-ACTION TABLETS « ELIXIR +» CAPSULES 
McNEIL LABORATORIES. INC. « PHILADELPHIA 32. PA. 


not... 
lethargic 
inattentive 


butabarbital sodium 
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Now... 
a most satisfactory anticoagulant’ 


(acenocoumarol GEIGY) 


effective in low oral dosage’ 


therapeutic hypoprothrombinemia rapidly 
achieved within 36 to 48 hours!.3}4 


stable, uniform hypoprothrombinemia easily 
sustained with single, daily dose!3-* 


rapid reversal of action in case of overdosage 
or surgical emergency! 


well 


References: 

(1) Neill, E. C.; Moon, R. Y., and Vander Veer, J. B.: 
Circulation 15:713, 1957. (2) Mayer, G. A., and 
Connell, W. F: Canad. M. A. J. 76:272 (Feb. 15) 1957. 
(3) Menéndez; C.; Almonte, J. C., and Ramos, C. N.: 
Angiology 8:182, 1957. (4) Johnson, R., and Chartier, 
Y.: Canad. M. A. J. 77:756, 1957. (5) Alexander, F; 
Koppel, J. L.; Arscott, P M., and Olwin, J. H.: A.M.A. 
Arch, Int. Med. 100:558, 1957. 


Sintrom® (acenocoumarol GEIGY). Double-scored tab- 
lets of 4 mg., bottles of 50 tablets. 


Ardsley, New York 
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PRURITUS ANI — Betore 2 Weeks After Vioform-Hydrocortisone 


these skin conditions ...and many more respond to 


anti-inflammatory /antipruritic / antibacterial /antifungal 


SUPPLIED: Each form of issue 
contains 3% Vioform and 1% 
hydrocortisone. CREAM (water- 
washable base) and OINTMENT 


(petrolatum base); tubes of 
a 


5 and 20 Gm. (water- “ointment 


washable base); plastic squeeze 
bottles of 15 ml. 


VIOFORM® (iodochlorhydroxyquin CIBA) 


C I B 
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4 
VENENATA - Before 2 Weeks After Vioform - Hydrocortisone 
\é 
AVAILABLE: | 
‘st 


Milprem 
for greater dosage flexibility 
in treating the menopause 


200 mg 
Miltown® 


0.4 mg. 
conjugated 
estrogens 

(equine) 


for prompt 


relref 
SUPPLIED AS: Milprem-200, bottles of 60 tablets. from 
ALSO AVAILABLE: Milprem-400, containing 400 mg. ° 
Miltown (meprobamate) + 0.4 mg. conjugated emotional 
estrogens (equine); in bottles of 60 tablets. é 
DOSAGE: One tablet t.i.d. in 21-day courses and somatie 
with one week rest periods. P 
Should be adjusted to individual requirements. disturbances 


Literature and samples on request 


Wi WALLACE LABORATORIES, New Brunswick, N.J. of ovarian decline 


CmP-7930 108 


; 
: 
ey 
* 
Ee 
- 
: 
Fr 
Sete 


corticosteroid therapy! 


treat more 


tients more 


) 
ie 
presents the crowning : 
ae 


new 
order 
magnitude 


References: 


1. Boland, E.W.: California Med. 
88:417 (June) 1958. 

2. Bunim, J.J., et al.: Arthr. & 
Rheum. 1:313 (Aug.) 1958. 

3. Boland, E.W., and Headley, 
N.E.: Paper read before the Am. 
Rheum. Assoc., June 21, 1958, 
San Francisco, Cal. 

4. Bunim, J.J., et al.: Paper 

read before the Am. Rheum. 
Assoc., June 21, 1958, San 
Francisco, Cal. 


In Anti-Inflammatory Potency 


DECADRON “‘possesses greater anti-inflammatory potency 
per milligram than any steroid yet produced," and is ‘‘the 
most potent steroid thus far synthesized.'’? Milligram for 
milligram, it is, on the average, 5 times more potent than 
6-methylprednisolone or triamcinolone; 7 times more potent 
than prednisone; 28 times more potent than hydrocortisone; 
and 35 times more potent than cortisone. 


In Dosage Reduction 


Thanks to this unprecedented potency, DECADRON is 
‘highly effective in suppressing the manifestations of 
rheumatoid arthritis when administered in remarkably small 
daily milligram doses.'? In a number of cases, doses as low 
as 0.5-0.8 mg. proved sufficient for daily maintenance. The 
average maintenance dosage in rheumatoid arthritis is about 
1.5 mg. daily. 


In Avoidance of New Side Effects 


A minimal incidence of diabetogenic activity, edema, sodium 
or water retention, hypertension, or psychic reactions has 
been noted with DECADRON.!234 Other “‘classical"’ 
reactions were no more frequent or severe. DECADRON 
showed no increase in ulcerogenic potential, and digestive 
complaints were rare. Nor have there been any new or 
‘peculiar’ side effects, such as muscle wasting, leg cramps, 
weakness, depression, anorexia, weight loss, headache, 
dizziness, tachycardia or erythema. 


In Therapeutic Effectiveness 


With DECADRON, investigators note ‘‘a decided intensification 
of the anti-inflamrnatory activity’’? and antirheumatic 
potency.‘ Clinically, this was manifested by a higher degree 

of improvement in many patients, previously treated with 
prednisteroids,’ and by achievement of satisfactory control 

in an impressive number of recalcitrant cases.34 


In Therapeutic Range 


More patients can be treated more effectively with DECADRON. 
Its higher anti-inflammatory potency frequently brings 

relief to cases resistant to other steroids. Relative freedom 
from diabetogenic effect in therapeutic dosage permits 
treatment of certain diabetics without an increase in insulin 
requirements. Minimal incidence of hypertension and of 
sodium and fluid retention allows effective therapy of 

many patients with cardiovascular disorders. And a healthy 
sense of well-being, reported by nearly all patients on 
DECADRON, assures excellent patient cooperation. 
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To treat more patients more effectively 
in all allergic and inflammatory disorders 


amenable to corticosteroid therapy 


DOSAGE AND ADMINISTRATION 
With proper adjustment of dosage, 
treatment may ordinarily be 

changed over to DECADRON 

from any other corticosteroid 

on the basis of the following 
milligram equivalence: 


One 0.75 mg. tablet of DECADRON (dexamethasone) replaces: 


+ + + 


One 4 mg. One 5 mg. One 20 mg. One 25 mg. 


th tablet of tabiet of 
triamcinolone prednisone 


SUPPLIED: 


As 0.75 mg. scored penta. 
gon-shaped tablets; also as 
0.5 mg. tablets to provide 
maximal individualized 
flexibility of dosage ad- 
justment. 


Detailed literature is available to physicians on request. 


*DECADRON is a trademark of Merck & Co., Inc. 
©1958 Merck & Co., Inc. 


Oo) Merck Sharp & Dohme hitadelphia 1, Pa. 


Division of Merck & Co., Inc 
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new order magnitude 


The great corticosteroid era 

opened ten years age 

with the introduction of CORTONE® (cortisone). 
Today, MERCK SHARP & DOHME proudly 
presents the crowning 

achievement of the first corticosteroid 
decade—DECADRON (dexamethasone) 

—a new and unique compound, which 
brings a new order of magnitude 

to corticostercid therapy 
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clinical 
success following 


explosion 
of trichomonads 


VaGisec® liquid and jelly 
PURSUE trichomonads into every 


fold of vaginal mucosa — 
reaching even those parasites buried under 
thick, tenacious albuminous secretions. 


EXPLODE aii trichomonads 
within 15 seconds of contact! No flagellate 
remains to cause troublesome flare-ups. 
Successful treatment in 97°- of patients is 
reported by Decker.! 


BANISH trichomonads. 
They cannot survive the wetting, detergent and 
chelating agents in VAGISEC liquid and jelly. 
REPEATED NEGATIVE CULTURES—STRICTEST CRITERION 
Using cultures, the most critical test, Weiner? reported 
46 of 51 patients “cured” by VAGISEC therapy. 
*Round-the-clock therapy—vaginal scrub 

with VAGISEC liquid in the office and instillation of 
VaGISEC jelly, followed by home douches and jelly— 
ensures eradication of organisms. Annoying symptoms 
(leukorrhea, pruritus, burning) often disappear after 
the first treatment.’ Three to four weeks of therapy 
usually sufficient for most cases.?$ 


VAGISEC? ses 


75 th anniversary 
Active ingredients in VAGISEC liquid: Polyoxyethylene 1883-1958 , 
nony! phenol, Sodium ethylene diamine tetra-acetate, service to the medical 
Sodium diocty! sulfosuccinate. In addition, VAGISEC and drug professions 


jelly contains Alcohol 5% by weight. 

References: 1. Decker, A.: New York J. Med. 57:2237 ya a INC. 
(July 1) 1987. 2. Weiner, H. H.: Clin. Med. 5:25 (Jan.) 1958 So 

3. Davis, C, H.: West. J. Surg. 63:53 (Feb.) 1955. ew York 19, N. Y. 


VAGISEC is a registered trade-mark of Julius Schmid, Inc 
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Brand of HCI 


Relieves Spasm, Pain, gue Depression too 


IN PARKINSONISM 
Highly selective action...energizing 
against weakness, fatigue, adynamia 
and akinesia...potent against sialor- 
rhea, diaphoresis, oculogyria and 
blepharospasm...lessens rigidity and 
tremor...alleviates depression...well 
tolerated...even in glaucoma. 


“Trademark of Brocades-Stheeman & Pharmacia, 
U. S."Patent No. 2,567,351. Other patents pending. 


Patients with muscle spasm of the usual types 
demand relief first. Disipal fills this need. In 
sprains, strains, fibrositis, noninflammatory 
arthritic states and other musculoskeletal dis- 
orders, Disipal not only relieves the spasm, 
but alleviates the depression which so often 
accompanies pain of any type. 

Dosage: 1 tablet (50 mg.) t.i.d. 


Riker) NORTHRIDGE, CALIFORNIA 
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Infant Mortality on the Increase . . 
Medicare Costs Now $9 Million a Month . . 
NIH Survey on Research Impact on Schools . . 


Flemming Praises A. M. A. Effort on Food 
Faddism . . 


Air Pollution Control Act Extension Due . . 
Antibiotics Shipments Beyond Tron Curtain . . 
Viscellany . . 


INCREASE REPORTED IN INFANT 
DEATH RATE 


Children’s Bureau reports that for the first time 
in 22 years the rate of infant deaths is on the in- 
crease. The information was disclosed by Under 
Secretary Bertha S$. Adkins of the Department of 
Health, Education, and Welfare at a convocation of 
the Children’s Aid and Adoption Society of Orange, 

Miss Adkins said that preliminary estimates for 
1957 show an increase in the infant mortality rate 
from 26 per 1,000 live births in 1956 to 26.3. Infant 
deaths within the first month also increased slightly, 
from 18.9 per 1,000 in 1956 to 19 in 1957 and to 
19.5 for the first eight months of 1958. 

“This break in our progress in conserving infant 
life,” she said, “means an estimated loss of more 
than 4,000 babies in 1957 and the first eight months 
of this year.” The reverse has set in despite a 
doubling since 1945 of the percentage of infants 
who are served by well-child conferences. 

Commented Miss Adkins: “Because of the large 
number of families that seek such services for their 
babies, it sometimes has been necessary to sacrifice 
quality of care somewhat. Many health depart- 
ments are distressed that overcrowding of clinics 
makes it impossible for physicians to give adequate 
time and attention to the mothers and children who 
need medical guidance and care. 

“These service problems are now generally more 
acute in the cities, because of the changing nature 
of city populations. In recognition of this, our 
social security law was amended at the last Con- 
gressional session to make grants-in-aid funds more 
generally available to city children. Previously, 
these grants had been predominantly available only 
to children in rural areas. 

“Another development—the earlier discharge of 
mothers and infants from large municipal hospitals 
—emphasizes the need for more comprehensive 
community services, including serv- 


ices to mothers and their infants in their own 
homes.” 


FROM THE WASHINGTON OFFICE OF THE AMERICAN MEDICAL ASSOCIATION 


MEDICARE COSTS AT RATE OF $9,200,000 
A MONTH 


In October, first month for cutback in the Medi- 
care program, its costs rose to $9,200,000, highest 
since the operation began almost two vears ago. 

This fact was disclosed to the convention of the 
Association of Military Surgeons by Brig. Gen. 
Floyd L. Wergeland, who is in charge of the pro- 
gram. As for the future, General Wergeland says, 
“The ceiling is still unknown.” 

With costs mounting, the problem facing Gen. 
Wergeland is to somehow keep within the 72 mil- 
lion dollars Congress appropriated for the fiscal 
year ending next July 1. He is under instructions 
not to exceed this figure. If spending for the re- 
maining months of the fiscal vear continues at the 
October rate, the total will amount to about 106 
million dollars, or more than 30 million dollars 
more than Congress authorized. 

Commenting on restrictions that went into effect 
Oct. 1, General Wergeland said: “Obviously it will 
take some time before the kinks are ironed out of 
the revised procedures and programs. We hope that 
what we have done will achieve the ends we had in 
mind, but we do not know how it will work out in 
practice. Only time will tell.” 

If costs continue at a deficit pace, General 
Wergeland will have an opportunity to ask Con- 
gress for a deficiency appropriation when the new 
session opens in January. 


NIH STUDYING IMPACT OF U. S. RESEARCH 
GRANTS ON 20 MEDICAL SCHOOLS 


As a follow-up on the Bayne-Jones report, which 
recommends a tripling of medical research spend- 
ing in 12 years, the National Institutes of Health is 
sounding out 20 representative medical schools to 
determine the impact on them of federal research 
grants. 

To obtain the schools’ reaction to the grants, as 
well as to the federal government's current policies 
and procedures in medical research, a team from 
NIH is touring the institutions and sitting down 
with officials in charge for round-table discussions. 

Secretary Flemming of the Department of Health, 
Education, and Welfare disclosed the study in a 
talk to the Association of Land Grant Colleges. He 
said the medical school study was “just the begin- 
ning,” that other similar investigations will be con- 
ducted by HEW and other federal agencies. 

Mr. Flemming pointed out that these studies can- 
not yield the desired results unless the schools 
themselves make similar investigations. He added: 


(Continued on next page) 
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“The federal government and our institutions of 
higher education have entered into a far-flung and 
tremendously significant partnership. I think it is 
significant that the President and Congress have 
said that the time has come to evaluate this part- 
nership—not from the standpoint of its impact on 
the federal government but ss the standpoint of 
its impact on institutions of higher education.” 

The secretary also warned of the dangers of too 
much federal interest in and possible control over 
education that might result from federal grants. He 
emphasized that states and local communities 
should not shirk their financial responsibility to 
education merely because U. S. money is available. 


PRAISE FOR A. M. A. JOINT EFFORT 
AGAINST FOOD FADDISM 


The joint educational program against food fad- 
dism and quackery sponsored by the American 
Medical Association, National Better Business Bu- 
reau, and Food and Drug Administration has been 
highly praised by HEW Secretary Flemming. He 
told his press conference: 

“In fighting quackery, law enforcement, of course, 
is only part of the answer. It is perhaps even more 
important to help the public understand the facts 
about nutrition and to warn people against false 
claims and theories.” 

FDA reports a disturbing increase in quackery 
involving ta and nivale claims for a great 
variety of vitamins, minerals, and other food sup- 
plements. “Unscrupulous operations in this field, 
in fact, have become the most widespread and ex- 
pensive form of medical quackery in the country 
today,” Mr. Flemming said. He noted that the 
A. M. A. estimates that this racket is now costing 
10 million Americans over 500 million dollars a 
year. 

The Secretary said FDA has 350 inspectors in the 
country and that this number is not enough. He 
declined to comment at this time on the FDA 
budget now under consideration for submission to 
Congress in January. 


DRIVE FOR AIR POLLUTION CONTROL 
ACT EXTENSION EXPECTED 


Extension and possible expansion of the Air Pol- 
lution Control Act appears a strong possibility. 
Senator Kuchel (R., Calif.), author of Bp which 
is now in its fourth year, promised the National 
Air Pollution Conference he would work toward 
this end. 

The act authorizes a total of 25 million dollars 
over a five-year period for research and investiga- 
tion projects in causes and contro] measures for air 

ollution. Congress has appropriated about 12 mil- 
i dollars so far. Commented Senator Kuchel: 
“I regret that more funds have not been made avail- 
able.” In this connection, Surgeon General Burney 
of the Public Health Service told the conference 
that controlling air pollution “will cost big money 
but it is an essential investment.” 

Dr. Burney and others saw a definite link be- 
tween cancer and air pollution. He noted, for in- 
stance, that cancer can be produced in animals by 
use of concentrates of urban smog. It is known that 
lung cancer death rates in the largest cities are 
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twice as high as those in nonurban areas. The case 
has not yet been proved, but the weight of circum- 
stantial evidence grows heavier as research pro- 
gresses. 

Dr. Chauncey Leake, assistant dean of Ohio 
State College of Medicine, cited two sources of 
pollution potentially dangerous. One comes from 
nuclear weapons testing “involving all living things 
now and to come.” The other is exhaust fumes 
from automobiles. 

Dr. Herman Hilleboe, commissioner of health tor 
New York and former president of the American 
Public Health Association, advocated a crash re- 
cruitment and training program by PHS. It should 
be similar in scope to the crash programs in ve- 
nereal disease and tuberculosis that were instituted 
in 1936 and 1944, Dr. Hilleboe said. Primary em- 
phasis then was on loaning personnel to help states 
and communities set up effective disease contro] 
programs. 

“A review of these contributions serves to under- 
score how much more can be done to achieve a 
major break-through in air pollution control. But to 
accomplish this the Public Health Service must first 
have the go-ahead signal from Congress.” Dr. Hille- 
boe declared. 


SHIPMENT OF ANTIBIOTICS TO IRON 
CURTAIN COUNTRIES PERMITTED 


Shipment of antibiotics to Russia and satellite 
countries, long stringently controlled by the U. S. 
government, is now permitted under a Commerce 
Department decision. The policy does not apply to 
Communist China, North Korea, and North Viet- 
nam, which are still out of bounds. 

Relaxation of export controls will apply to such 
antibiotics as penicillin, streptomycin, aureomycin, 
terramycin, and similar drugs. Exporters still will 
have to apply for individual export licenses cover- 
ing each shipment, with one exception. Shipments 
may be made to Poland under general export 
licenses. 


MISCELLANY 


Office of Civil and Defense Mobilization has set 
aside Dec. 7 as National Civil Defense Day with 
the slogan “Peace Through Preparedness.” Plans 
call for exercises, rallies, exhibits, and nation-wide 
radio and television programs. “These activities are 
sponsored to impress upon every person in America 
that he must learn survival actions and incorporate 
civil defense preparedness into the pattern of his 
daily living,” OCDM said. 

The Dominican Republic has contributed an- 
other $100,000 to the special malaria fund of the 
Pan American Health Organization. This is the 
second installment of a $500,000 pledge made by 
the country last year for the fund, which has been 
set up to help finance the continent-wide eradica- 
tion campaign. The U. S. has contributed $3,500,- 
000, Venezuela $300,000, and Haiti $5,000. These 
are in addition to the annual quota assessments 
paid by member governments of PAHO. 

A National Science Foundation survey indicates 
that three out of every four American scientists 
have some knowledge of at least one foreign lan- 
guage but only 2% have any knowledge of Russian. 
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MEETINGS 


AMERICAN MEDICAL ASSOCIATION: Dr. F. J. L. Blasingame, 535 
North Dearborn St., Chicago 10, Executive Vice President. 
1958 Clinical Meeting, Minneapolis, Dec. 2-5. 
1959 Annual Meeting, Atlantic City, June 8-12. 
1959 Clinical Meeting, Dallas, Texas, Dec. 1-4. 
1960 Annual Meeting, Miami Beach, Fla., June 13-17. 
1960 Clinical Meeting, Washington, D. C., Nov. 29-Dec. 2. 
1961 Annual Meeting, New York City, June 26-30. 
1961 Clinical Meeting, Denver, Nov. 28-Dec. 1. 


AMERICAN 
December 

AMERICAN ACADEMY OF DERMATOLOGY AND SYPHILOLOGY, Palmer House, 
Chicago, Dec. 6-11. Dr. R. R. Kierland, Mayo Clinic, Rochester, Minn., 
Secretary. 

AMERICAN MEDICAL AsSOCIATION CLINICAL MEETING, Hotel Leamington, 
Minneapolis, Dec. 2-5. Dr. F. J. L, Blasingame, 535 N. Dearborn St., 
Chicago 10, Executive Vice President. 

AMERICAN RHEUMATISM AssocIATION, Mayo Clinic, Rochester, Minn., 
Dec. 6. Dr. Edward F. Hartung, 580 Park Ave., New York 21, Secretary. 

ASSOCIATION FOR RESEARCH IN NERVOUS AND MENTAL DisEAses, Hotel 
Roosevelt, New York, Dec. 12-13. Dr. Rollo J. Masselink, 700 W. 168th 
St., New York 32, Secretary. 

Mip-West Forum on ALiercy, Sheraton-Cadillac Hotel, Detroit, Dec. 
6-7. Dr. John M. Sheldon, University Hospital, Ann Arbor, Mich., Gen- 
eral Chairman. 

SOUTHERN SuRGICAL Assoc1aTION, Boca Raton Club & Hotel, Boca Raton, 
Fla., Dec. 9-11. Dr. George G. Finney, 2947 St. Paul St., Baltimore 18, 
Md., Secretary. 


AMERICAN 
1959 


January 

AMERICAN ACADEMY OF ORTHOPAEDIC SURGEONS, Palmer House, Chicago, 
Jan. 24-29. Dr. Clinton L. Compere, 720 N. Michigan Ave., Chicago 11, 
Secretary. 

AMERICAN Protestant Hosprrar Association, Jefferson Hotel, St. Louts, 
Jan. 27-30. Mr. Olin E. Oeschger, 740 Rush St., Chicago 11, General 
Secretary. 

AMERICAN SOCIETY FOR SURGERY OF THE HAND, Palmer House, Chicago, 
Jan. 23-24. Dr. George S. Phalen, 2020 E. 9 St., Cleveland 6, 
Secretary. 

INTERNATIONAL COLLEGE OF SURGEONS, SOUTHEASTERN REGIONAL MEET- 
ING, Miami Beach, Fla., Jan. 4-7. Dr. Harold O. Hallstrand, 7210 Red 
Road, South Miami, Fla., Chairman. 

INTERNATIONAL MeEpIcAL ASSEMBLY OF SouTHWwesT TExXAs, Gunther 
Hotel, San Antonio, Tex., Jan. 26-28. Mr. S. E. Cockrell Jr., 202 
W. French PIl., San Antonio, Tex., Executive Secretary. 

NATIONAL ASSOCIATION OF MetTHODIsT HosprraLs AND Homes, Sheraton- 
Jefferson Hotel, St. Louis, Jan. 27-29. Mr. Olin E. Oeschger, 740 Rush 
St., Chicago 11, General Secretary. 

Rocky Mountars TrauMatic SurGicar Association, Aspen, Colo., Jan. 
28-31. Dr. Charles B. Bartell, 1600 Orange Ave., Long Beach 13, Calif., 
Secretary. 

WeEsTERN For Cuinicat Reseancn, Carmel-by-the-Sea, Calif., 
Jan. 29-31. Dr. William N. Valentine, University of California Medical 
Center, Los Angeles 24, Secretary. 


February 

AMERICAN ACADEMY oF ALLERGY, Morrison Hotel, Chicago, Feb. 9-11. 
Dr. Bram Rose, Royal Victoria Hosp., Montreal, Quebec, Secretary. 

AMERICAN ACADEMY OF ForENsiIc ScreNcEs, Drake Hotel, Chicago, Feb. 
26-28. Dr. Walter J. R. Camp, 1853 W. Polk St., Chicago 12, Secretary. 

AMERICAN ACADEMY OF OccUPATIONAL MEDICINE, Boston, Feb. 11-13. 
Dr. L. Blaney, 1608 Walnut St., Philadelphia 3, Secretary. 

American CoL_ece or Raprotocy, Drake Hotel, Chicago, Feb. 6-7. Mr. 
William C. Stronach, 20 N. Wacker Dr., Chicago 6, Executive Director. 

AMERICAN COLLEGE OF SURGEONS, SECTIONAL MEETING, Shamrock Hilton 
Hotel, Houston, Texas, Feb. 2-4. Dr. J. Griffin Heard, 6410 Fannin St., 
Houston 25, Texas, Chairman. 

CALIFORNIA MEDICAL AssocriATION, Sheraton-Palace Hotel, San Francisco, 
Feb. 22-25. Mr. John Hunton, 450 Sutter St., San Francisco 8, Executive 
Secretary. 

STATE Socrety, Midwinter Clinical Session, Shirley- 
Savoy Hotel, Feb. 17-20. Mr. Harvey T. Sethman, 1612 Tremont Place, 
Denver 2, Executive Secretary. 

ConGress ON INpusTRIAL HEALTH, Netherland Hilton Hotel, Cincinnati, 
Feb. 16-18. Dr. B. Dixon Holland, 535 N. Dearborn St., Chicago 10, 
Secretary. 
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March 


ALASKA TERRITORIAL MeEpICAL AssociaTION, Baranof Hotel, Juneau, 
March. Dr. Robert B. Wilkins, 1121 Fourth Ave., Anchorage, Secretary. 

AMERICAN Broncuo-EsOPHAGOLOGICAL AssociaTION, The Homestead, 
Hot Springs, Va., Mar. 8-9. Dr. F. Johnson Putney, 1712 Locust St., 
Philadelphia 3, Secretary. 

AMERICAN COLLEGE OF ALLERGISTS, Fairmont Hotel, San Francisco, Mar 
15-20. Dr. M. Coleman Harris, 450 Sutter St., San Francisco, Secretary. 

AMERICAN LARYNGOLOGICAL AssociATION, The Homestead, Hot Springs, 
Va., Mar. 8-9. Dr. James H. Maxwell, University Hospital, Ann Arbor, 
Mich., Secretary. 

AMERICAN LARYNGOLOGICAL, RHINOLOGICAL & OTOLOGICAL Society, The 
Homestead, Hot Springs, Va., Mar. 10-12. Dr. C. Stewart Nash, 708 
Medical Arts Bldg., Rochester 7, N. Y., Secretary. 

AMERICAN ORTHOPSYCHIATRIC ASSOCIATION, Sheraton-Palace Hotel, San 
Francisco, Mar. 30-Apr. 1. Dr. Marion F. Langer, 1790 Broadway, New 
York 19, Executive Secretary. 

AMERICAN OToLocicaL Society, The Homestead, Hot Springs, Va., Mar 
18-14. Dr. Lawrence R. Boies, University Hospital, Minneapolis 14, 
Secretary. 

MIcHIGAN ACADEMY OF GENERAL Practice, Post-GrapuaTE CLINIC, 
Sheraton-Cadillac Hotel, Detroit, Mar. 4. Dr. F. P. Rhoades, 970 Mac- 
cabees Bldg., Detroit 2, Convention Manager. 

NaTIonAL HeattH Councir, Palmer House, Chicago, Mar. 17-19. Mr 
Philip E. Ryan, 1790 Broadway, New York 19, Executive Director. 
NATIONAL MULTIPLE SCLEROSIS SocreTY, New York, Mar. 9. Mr. Donald 

Vail, 257 4th Ave., New York 10, Secretary. 

SOUTHEASTERN SuRGICAL ConGress, Deauville Hotel, Miami Beach, Fla., 
Mar. 9-12. Dr. Benjamin T. Beasley, 45 Edgewood Ave., S. E., Atlanta 3, 
Ga., Secretary. 

SOUTHWESTERN SurGicAL ConGress, New Brown Palace Hotel, Denver, 
Mar. 30-Apr. 1. Dr. C. M. O'Leary, 1213 Medical Arts Bldg., Oklahoma 
City, Okla., Secretary. 


April 

Aero Mepicat Association, Hotel Statler, Los Angeles, Apr. 27-29. Dr 
Thomas H. Sutherland, P.O. Box 26, Marion, Ohio, Secretary. 

ALABAMA, MEDICAL ASSOCIATION OF THE STATE OF, Birmingham, Apr. 
9-11. Mr. William A. Dozier, 17 Moulton Bldg., Montgomery, Executive 
Secretary. 

AMERICAN ACADEMY OF GENERAL Practice, San Francisco, Apr. 6-9 
Mr. Mac F. Cahal, Volker Blvd, at Brookside, Kansas City 12, Mo., 
Executive Secretary. 

AMERICAN ACADEMY OF NEuROLOGY, Statler Hotel, Los Angeles, Apr. 13- 
18. Dr. Joseph M. Foley, Boston City Hosp., Boston, Secretary. 

AMERICAN ASSOCIATION OF ANATOMISTS, Seattle, Apr. 1-3. Dr. B. Flexner, 
Univ. of Pa., Med. School, Philadelphia 4, Secretary. 

AMERICAN ASSOCIATION FOR CLEFT PALATE REHABILITATION, Sheraton 
Hotel, Philadelphia, Apr. 30-May 2. Dr. D. C. Spriestersbach, Univ 
Hosps., Iowa City, la., Secretary. 

AMERICAN ASSOCIATION OF GeNITO-URINARY SURGEONS, Seaview Country 
Club, Absecon, N. J., Apr. 15-17. Dr. William J. Engel, 2020 E. 93d 
St., Cleveland 6, Secretary. 

AMERICAN ASSOCIATION OF IMMUNOLOGISTS, Atlantic City, N.J., Apr. 13- 
17. Dr. Calderon Howe, 630 W. 168th St., New York 32, Secretary. 
AMERICAN ASSOCIATION OF PATHOLOGISTS AND BACTERIOLOGISTS, Somerset 
Hotel, Boston, Apr. 23-25. Dr. Russell L. Holman, 1542 Tulane Ave., 

New Orleans 12, Secretary. 

AMERICAN ASSOCIATION OF RAtLWAy SuRGEONS, Drake Hotel, Chicago, 
Apr. 16-18, Dr. Chester C. Guy, 5800 Stony Island Ave., Chicago 37, 
Secretary. 

AMERICAN ASSOCIATION FOR THE StupY OF NeopLastic Diseases, Hotel 
Greystone, Gatlinburg, Tenn., Apr. 30-May 4. Dr. Bruce H. Sisler, Box 
268, Gatlinburg, Tenn., Secretary. 

AMERICAN ASSOCIATION FOR THORACIC SURGERY, Statler Hotel, Los An- 
geles, Apr. 21-23. Dr. Hiram T. Langston, 7730 Carondelet Ave., St 
Louis 5, Secretary. 

AMERICAN COLLEGE OF OBSTETRICIANS & GYNECOLOGISTS, Traymore Hotel, 
Atlantic City, N. J., Apr. 5-9. Dr. John C. Ullery, 15 S. Clark St., Chi- 
cago 3, Secretary. 

AMERICAN COLLEGE OF Puysic1aNns, Conrad Hilton Hotel, Chicago, Apr 
20-24. Mr. E. R. Loveland, 4200 Pine St., Philadelphia 4, Executive 
Secretary. 

AMericaAN Gorter Association, Chicago, Apr. 30-May 2. Dr. John C. 
McClintock, 149% Washington Ave., Albany, N. Y., Secretary. 

AMERICAN PuystoLocicat Socrety, Atlantic City, N. J., Apr. 12-16. Dr. 
Ray G. Daggs, 9650 Wisconsin Ave., Washington, D.C., Executive 
Secretary. 

AMERICAN Psycuriatric Association, Civic Auditorium, Philadelphia, 
Apr. 27-May 1. Dr, C. H. Hardin Branch, 156 Westminster Ave., Salt 
Lake City, Secretary. 

AMERICAN Rapium Society, The Homestead, Hot Springs, Va., Apr. 6-8. 
Dr. Robert L. Brown, Robert Winship Clinic, Emory University, At- 
lanta 22, Ga., Secretary. 

AMERICAN Socrety oF BrococicaL CuHemiusts, Atlantic City, N.J., Apr. 
13-18. Dr. F. W. Putnam, Univ. of Fla. Medical School, Gainesville, 
Fla., Secretary. 

(Continued on page 32) 
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AMERICAN Sociery FOR EXPERIMENTAL PATHOLOGY, Atlantic City, N. 
Apr. 13-18. Dr. J. F. A. McManus, Univ. of Alabama Medical Center 
Birmingham 3, Ala., Secretary. 

AMERICAN SocreTy OF INTERNAL Mepicine, Conrad Hilton Hotel, Chi 
cago, Apr. 19. Dr. Clyde C. Greene Jr., 350 Post St., San Francisco 8, 
Assistant Secretary. 

AMERICAN SOCIETY FOR PHARMACOLOGY AND EXPERIMENTAL THERAPEU- 
tics, Atlantic City, N.J., Apr. 13-17. Dr. Harold Hodge, Univ. of 
Rochester, Rochester 20, N. Y., Secretary 

AMERICAN SocreTy FOR THE Stupy or StTeRiLiry, Shelburne Hotel, At 
lantic City, N. J.. Apr. 3-5. Dr. Herbert H. Thomas, 920 S, 19th St., 
Birmingham 5, Ala., Secretary. 

AMERICAN SuRGICAL Association, Fairmont Hotel, San Francisco, Apr 
15-17. Dr. W. A. Altemeier, Cincinnati Gen. Hospital, Cincinnati 29, 
Secretary. 

AMERICAN UROLOGICAL Association, Chalfonte-Haddon Hall, Atlantic 
City, N. J., Apr. 20-23. Dr. Samuel L. Raines, 188 S. Bellevue Blvd., 
Memphis, Tenn., Secretary. 

AniIzONA Mepicat Association, San Marcos Hotel, Chandler, Apr. 28 
May 2. Dr. Leslie B. Smith, 826 Security Bldg., Phoenix, Secretary. 
ARKANSAS Mepicar Socrery, Goldman Hotel, Ft. Smith, Apr. 13-15. Mr 

Paul C. Schaefer, 215 Kelley Bldg., Ft. Smith, Executive Secretary. 

Connecticut State Mepicart Association, Hamden High School, Ham- 
den, Apr. 28-30. Dr. William R, Richards, 160 St. Ronan St., New 
Haven, Executive Secretary. 

Hawau Mepicar Association, Hilo, Apr. 23-25. Mr. Lee McCaslin, 510 
S. Beretania St., Honolulu 13, Executive Secretary. 

INDUSTRIAL MepicaAL Assoc1aTIon, Sherman Hotel, Chicago, Apr. 26-29 
Dr. Leonard Arling, 3101 University Ave., S$. E., Minneapolis 14, Sec- 
retary. 

lowa Strate Mepicar Society, Savery Hotel, Des Moines, Apr. 19-22. Mr. 
Donald L. Taylor, 529 36th St., Des Moines, Executive Secretary. 

MARYLAND, MEDICAL AND CHIRURGICAL FACULTY OF THE STATE OF, The 
Alcazar Hotel, Baltimore, Apr. 15-17. Mr. John Sargeant, 1211 Cathe- 
dral St., Baltimore, Executive Secretary. 

Missourr Stare Mepicant Association, Kansas City, Apr. 5-8. Mr. T. R. 
O'Brien, 634 N. Grand Blvd., St. Louis, Executive Secretary. 

NesraskKA STATE Mepicat Association, Hotel Paxton, Omaha, Apr 
30. Mr. M. C. Smith, 1315 Sharp Bldg., Lincoln 8, Executive Secretary. 

NEUROSURGICAL Society oF AmMeEnRicaA, The Homestead, Hot Springs, Va., 
Apr. 1-4. Dr. Frank P. Smith, 260 Crittenden Blvd., Rochester 20, N. Y., 
Secretary. 

New Jersey, Mepicart Socrety or, Chalfonte-Haddon Hall, Atlantic City, 
Apr. 25-29. Mr. Richard I. Nevin, P. O. Box 904, Trenton, Executive 
Officer. 

Onto State Mepicat Association, Neil House, Columbus, Apr. 21-24 
Mr. Charles S. Nelson, 79 E. State St., Columbus, Executive Secretary. 

OKLAHOMA STATE MepiIcaL Assoc1aTion, Mayo Hotel, Tulsa, Apr. 19-22 
Mr. R. H. Graham, P.O. Box 9696 Shartel Station, Oklahoma City, 
Executive Secretary. 

Socrety or NevuROLOGICAL SuRGEONS, Waldorf-Astoria Hotel, New York, 
Apr. 27-28. Dr. Bronson S. Ray, 525 E. 68th St., New York 21, Secretary. 

SoutTHWEsST ALLERGY ForuM, Shamrock-Hilton Hotel, Houston, Tex., Apr 
26-28. Dr. Richard H. Jackson, Suite 156, Hermann Professional Bldg., 
Houston 25, Tex., Secretary. 

SrupENT AMERICAN Mevicat Association, Morrison Hotel, Chicago, Apr 
30-May 3. Mr. Russell F. Staudacher, 430 N. Michigan, Chicago 11, 
Executive Secretary. 

TENNESSEE STATE MevicaL Association, Peabody Hotel, Memphis, Apr 
12-15. Mr. Jack E. Ballentine, 112 Louise Ave., Nashville 5, Executive 
Secretary. 

Texas Mepicat Association, San Antonio, Apr. 18-21. Mr. C. Lincoln 
Williston, 1801 N. Lamar Blvd., Austin, Executive Secretary. 


May 


AMERICAN ASSOCIATION FOR THE History OF Mepicinge, Wade Park 
Manor, Cleveland, May 21-23. Dr. John B. Blake, Smithsonian-Institu- 
tion, Washington 25, D. C., Secretary. 

AMERICAN COLLEGE OF CarpvIioLoGy, Benjamin Franklin Hotel, Philadel- 
phia, May 26-29. Dr. Philip Reichert, 480 Park Ave., New York 22, 
Secretary. 

AMERICAN FEDERATION FOR CLINICAL RESEARCH, Chalfonte-Haddon Hall, 
Atlantic City, N. J., May 3. Dr. George E. Schreiner, Georgetown Univ. 
Hosp., Washington 7, D. C., Secretary. 

AMFRICAN GYNECOLOGICAL Society, The Homestead, Hot Springs, Va., 
May 25-27. Dr. Andrew A. Marchetti, 3800 Reservoir Rd., N. W., Wash- 
ington 7, D.C., Secretary. 

AMERICAN OPHTHALMOLOGICAL Society, The Homestead, Hot Springs, 
Va., May 28-30. Dr. Maynard C. Wheeler, 30 West 59th St., New York 
19, Secretary. 

AMERICAN Pepiatric Society, The Inn, Buck Hill Falls, Pa., May 6-8. 
Dr. A. C. McGuinness, 2800 Quebec St., Washington 8, D. C., Secretary. 

AMERICAN PsycHosomatic Society, Chalfonte-Haddon Hall, Atlantic City, 
N. J., May 2-3. Dr. Morton F. Reiser, 265 Nassau Rd., Roosevelt, N. Y., 
Secretary. 

AMERICAN Socrety For CLINICAL INVESTIGATION, Haddon Hall, Atlantic 
City, N.J., May 3-4. Dr. S. J. Farber, 550, Ist Ave., New York 16, 
Secretary. 

AMERICAN SOCIETY OF MAXILLOFACIAL SURGEONS, Palmer House, Chicago, 
May 10-14. Dr, Orion H. Stuteville, 700 N. Michigan, Chicago 11, 
Secretary. 

AMERICAN TRUDEAU Society, Palmer House, Chicago, May 25-27. Dr. 
E. P. K. Fenger, 1790 Broadway, New York 19, Secretary. 

ASSOCIATION OF AMERICAN Puysicians, Haddon Hall, Atlantic City, N. J., 
May 5-6. Dr. Paul B. Beeson, Yale Univ. School of Medicine, New Haven 
11, Conn., Secretary. 


(Continued on page 34) 
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e in the emergency room 

¢ on the wards 

e in the outpatient clinic 


e in the office or home 
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LONG-ACTING 
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Frornma MEDICAL ASSOCIATION, Americana Hotel, Miami Beach, May 2-6. 
Mr. Ernest R. Gibson, P.O. Box 2411, Jacksonville 3, Managing Director. 

GronrciaA, MEDICAL ASsocIATION oF, Bon Air Hotel, Augusta, May 17-20. 
Mr. Milton D. Kreuger, 875 W. Peachtree St., N. W., Atlanta, Executive 
Secretary. 

Ittrvors State Mepicat Socrety, Hotel Sherman, Chicago, May 19-22. 
Dr. Harold M. Camp, 224 S. Main St., Monmouth, Secretary. 

Kansas Mepicat Society, Jayhawk Hotel, Topeka, May 3-7. Mr. Oliver E. 
Ebel, 315 W. 4th St., Topeka, Executive Secretary. 

Lourstana STATE MeEpIcaL Society, Roosevelt Hotel, New Orleans, May 
4-6. Dr. C. Grenes Cole, 1430 Tulane Ave., New Orleans 12, Executive 
Secretary. 

Massacnusetts Mepicar Society, Hotel Statler, Boston, May 19-21. Dr. 
Robert W. Buck, 22 The Fenway, Boston 15, Secretary. 

MINNESOTA STATE Mepicat Association, Hotel Duluth, Duluth, May 
25-27. Mr. R. R. Rosell, 496 Lowry Medical Arts Bldg., St. Paul 2, 
Minn., Executive Secretary. 

Mississipp1 STaTeE Mepicar Association, Hotel Buena Vista, Biloxi, May 
12-14. Mr. Rowland B. Kennedy, 735 Riverside Dr., Jackson, Executive 
Secretary. 

NATIONAL TUBERCULOSIS AssocIaTION, Palmer House, Chicago, May 24-29. 
Mrs. Wallace B. White, 1790 Broadway, New York 19, Secretary. 

New Mexico Mepicar Society, Mission Mote, Las Cruces, May 5-7. Mr. 
Ralph R. Marshall, 221 W. Central Ave., Albuquerque, Executive 
Secretary. 

New York, Mepicat Society oF THE STATE OF, Hotel Statler, Buffalo, 
May 9-15. Dr. Walter P. Anderton, 386 Fourth Ave., New York 16, 
Secretary. 

Nortu Carnouina, Mepicat Society oF THE STATE OF, George Vander- 
bilt Hotel, Asheville, May 3-6. Mr. James T. Barnes, 203 Capitol Club 
Bldg., Raleigh, Executive Director. 

Nortu Dakota State MeEpicaL Association, Prince Hotel, Bismarck, 
May 2-5. Mr. Lyle A. Limond, Box 1198, Bismarck, Executive Secretary. 

Ruope Istanp Mepicat Society, Providence, May 12-13. Mr. John E. 
Farrell, 106 Francis St., Providence 3, Executive Secretary. 

Society or AMERICAN Sheraton Jefferson Hotel, St. 
Louis, May 10-15. Dr. E. M. Foster, University of Wisconsin, Madison 
6, Wis., Secretary. 

Society For Pepiatric Researcn, The Inn, Buck Hill Falls, Pa., May 8-9. 
Dr. Clark D. West, Children’s Hosp., Cincinnati 29, Secretary. 

Soutn Mepicat Association, Columbia Hotel, Columbia, 
May 12-14. Mr. M. L. Meadors, 309 W. Evans St., Florence, Executive 
Secretary. 

Wisconsin, State Mepicat Society or, Hotel Schroeder, Milwaukee, 
May 5-7. Mr. Charles H. Crownhart, P.O. Box 1109, Madison 1, 
Secretary. 

June 


AMERICAN ACADEMY OF TUBERCULOSIS PHysicIANs, Atlantic City, N .J., 
June 6. Dr. Oscar S, Levin, P. O. Box 7011, Denver 6, Secretary. 

AMERICAN COLLEGE oF Cuest Puysicians, Atlantic City, N. J., June 3-7. 
Mr. Murray Kornfeld, 112 E. Chestnut St., Chicago 11, Executive Di- 
rector. 

AMERICAN DERMATOLOGICAL AssociATION, Claridge Hotel, Atlantic City, 
N. J., June 1-4. Dr. Wiley M. Sams, 25 Southeast 2d Ave., Miami, Fla., 
Secretary. 

AMERICAN DiasBetes Chalfonte-Haddon Hall, Atlantic City, 
N. J., June 6-7. Dr. E. Paul Sheridan, 1 East 45th St., New York 17, 
Secretary. 

AMERICAN ELECTROENCEPHALOGRAPHIC Society, Claridge Hotel, Atlantic 
City, N. J., June 11-14. Dr. Jerome K. Merlis, University Hospital, 
Baltimore 1, Secretary. 

AMERICAN Geriatrics Society, Hotel Traymore, Atlantic City, N. J., 
June 4-5. Dr. Richard J. Kraemer, 2907 Post Rd., Warwick, R. L., 
Secretary. 

AMERICAN MEDICAL AssociIATION, Traymore Hotel, Atlantic City, N. J., 
June 8-12. Dr. F. J. L. Blasingame, 535 N. Dearborn St., Chicago 10, 
Executive Vice President. 

AMERICAN MepIcaAL WoMEN’s Association, Sheraton Ritz Carlton Hotel, 
Atlantic City, N. J., June 4-7. Miss Lillian T. Majally, 1790 Broadway, 
New York 19, Executive Secretary. 

AMERICAN NEUROLOGICAL AssocIATION, Claridge Hotel, Atlantic City, 
N. J., June 15-17. Dr. Charles Rupp, 133 S. 36th St., Philadelphia 4, 
Secretary. 

AMERICAN OrTHOPEDIC AssocIATION, Lake Placid Club, Lake Placid, 
N. Y., June 16-18. Dr. Lee Ramsay Straub, 715 Lake St., Oak Park, 
Ill., Secretary. 

AMERICAN ProctTo.Locic Society, Shelburne Hotel, Atlantic City, N. J., 
June 15-18. Dr. Norman D. Nigro, 10 Peterboro St., Detroit 1, Secretary. 

AMERICAN RHEUMATISM AssOcIATION, Mayflower Hotel, Washington, 
D. C., June 2-6. Dr. Edward F. Hartung, 580 Park Ave., New York 21, 
Secretary. 

CaTHOLic HosPITAL ASSOCIATION OF THE UNITED STATES AND CANADA, 
St. Louis, June 1-4. Mr. M. R. Kneifl, 1438 S. Grand Blvd., St. Louis 4, 
Executive Secretary. 

Ipano STATE MEDICAL ASSOCIATION, Sun Valley, June 14-17. Mr. Armand 
L. Bird, 364 Sonna Bldg., Boise, Executive Secretary. 

Marne Mepicat Association, The Samoset, Rockland, June 21-23. Dr. 
Daniel F. Hanley, P. O. Box 240, Brunswick, Executive Director. 

Mepicat Lirprary Association, King Edward-Sheraton Hotel, Toronto, 
Can., June 15-19. Miss Nettie A. Mehne, The Upjohn Co., Kalamazoo, 
Mich., Secretary. 


J.A.M.A., Noy. 29, 1958 


Society ror INVESTIGATIVE DERMATOLOGY, Ritz Carlton Sheraton Hotel, 
Atlantic City, N. J., June 6-7. Dr. Herman Beerman, 255 S. 17th St., 
Philadelphia 3, Secretary. 

Society or Brococicar Psycuiatry, Claridge Hotel, Atlantic City, N. J., 
June 13-14. Dr. George N. Thompson, 2010 Wilshire Blvd., Los Angeles 
57, Secretary. 

Sourn Dakota State MeEpicat Association, Sheraton Johnson Hotel, 
Rapid City, June 20-23. Mr. John C. Foster, 300, Ist National Bank 
Bldg., Sioux Falls, Executive Secretary. 

Tue Enpocrine Socrety, Chalfonte-Haddon Hall, Atlantic City, N. J., 
June 4-6. Dr. Henry T. Turner, 1200 N. Walker St., Oklahoma City 3, 
Secretary. 

Wyominc Strate Mepicat Association, Jackson Lake Lodge, Moran, 
June 11-14. Mr. Arthur R. Abbey, Box 2036, Cheyenne, Executive 
Secretary. 


July 
AMERICAN Society or X-RAY TECHNICIANS, Shirley Savoy Hotel, Denver, 
July 4-9. Miss Genevieve J. Eilert, 16 14th St., Fond du Lac, Wis., 
Executive Secretary. 
Rocky Mountain Cancer Conrerence, Brown Palace Hotel, Denver, 
July 22-23. Dr. N. Paul Isbell, 835 Republic Bldg., Denver 2, Chairman 


August 


NaTionaL Mevicar Associarion, Detroit, Aug. 10-13. Dr. John T. Givens, 
1108 Church St., Norfolk, Va., Secretary. 

NEVADA State Mepicat Association, Reno, Aug. 19-22. Dr. Gilbert G. 
Lenz, 505 S. Arlington Ave., Reno, Nev., Chairman. 

West Vincinia State Mepicar Association, The Greenbrier, White 
Sulphur Springs, Aug. 20-22. Mr. Charles Lively, P. O. Box 1031, 
Charleston 24, Executive Secretary. 


September 


AMERICAN AssociaTiON OF MepicaL Curmics, Sheraton-Blackstone Hotel, 
Chicago, Sept. 24-26. Dr. Edwin P. Jordan, Box 58, Charlottesville, Va., 

Executive Director. 

Unrrep States Section, INTERNATIONAL COLLEGE OF SURGEONS, Palmer 
House, Chicago, Sept. 13-17. Dr. Ross T. McIntyre, 1516 Lake Shore 
Dr., Chicago 10, Executive Secretary. 

Worvp Mepicat Association, Montreal, Canada, Sept. 7-12. Dr. Louis H. 
Bauer, 10 Columbus Circle, New York 19, Secretary-General. 


October 


AMERICAN Mepicat Warrers’ Association, St. Louis, Oct. 2-3. 
Harold Swanberg, 510 Maine St., Quincy, IIl., Secretary. 


INTERNATIONAL AND FOREIGN 
December 


BAHAMAS SURGICAL CONFERENCE, British Colonial Hotel, Nassau, Bahamas, 
Dec. 29-Jan. 17. For information write: Dr. B. L. Frank, 23 E. 79th St., 
New York 21, New York, U. S. A. 

INTERNATIONAL Leprosy ConGress, New Delhi, India, Dec. 8-14. Dr. 
Dharmendra, Leprosy Research Dept. School of Tropical Med., Calcutta 
12, India, Secretary. 


1959 
February 


CENTRAL SURGICAL AssocIaTION, Montreal, Can., Feb. 19-21. Dr. A. D. 
McLachlin, Victoria Hosp., London, Ontario, Secretary. 

Society or University SurGEons, Denver, Colo., Feb. 12-14. Dr. James 
D. Hardy, Univ. Medical Center, Jackson, Miss., Secretary. 


March 


BaHAMAS Mepicat CONFERENCE (Seventh), British Colonial Hotel, Nas- 
sau, Bahamas, Mar. 30-Apr, 12. For information write: Dr. B. L. Frank, 
23 E. 79th St., New York 21, N. Y., U. S.A. 

INTERNATIONAL COMMITTEE OF MILITARY MEDICINE & PHARMACY, Paris, 
France, Mar. 31-Apr. 5. For information address: International Commit- 
tee of Military Medicine & Pharmacy, Hospital Militaire, 79, rue Saint 
Laurent, Liege, Belgium. 


April 
ConcGress OF INTERNATIONAL ANESTHESIA RESEARCH SocieETY, Miami 
Beach, Fla., U. S. A., Apr. 20-23. Dr. A. William Friend, East 107 & 
Park Lane, Cleveland 6, Ohio, U. S. A., Executive Secretary. 
Japan Mepicat Concress, Tokyo, Japan, Apr. 1-5. For information 


address: The Japan Medical Association, 2 Chone Surigadai Kanda, 
Chiyoda-Ku, Tokyo, Japan. 


May 


CONFERENCE ON INTERNATIONAL UNION FOR HEALTH EDUCATION OF THE 
Pus.uic, Dusseldorf, Germany, May 2-9. For information address: Secre- 
tary-General, 92, rue St. Denis, Paris 1, France. 

INTERNATIONAL CONGRESS OF ACUPUNCTURE, Paris, France, May 9-11. 
For information address: 8 avenue Franklin Roosevelt, Paris 8e, France. 

INTERNATIONAL VETERINARY CONGRESS, Madrid, Spain, May 21-27. Dr. 
Jac Jensen, Beltstraat 168, Utrecht, Netherlands, General Secretary. 


(Continued on page 36) 


‘ 
igh 
= 


Comments by investigators on 


(Methocarbamo! Robins, U.S. Pat. No. 2770649) d 
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—a remarkably efficient skeletal muscle relaxant, 
unique in chemical formulation, and outstanding for 
sustained action and relative freedom from adverse 
side effects. 


PUBLISHED REFERENCES: 1. Carpenter, E. B.: Southern Medical Journal 51:627, 1958, 
2. Forsyth, H. F.: J.A.M.A. 167:163, 1958. 3. Little, J. M., and Truitt, E. B., Jr.: J. Pharm. 
& Exper. Therap. 119:161, 1957. 4. Morgan, A. M. Truitt, E. B., Jr., and Little, J. M.: J. 
Am. Pharm. Assn., Sci. Ed. 46:374, 1957. 5. O" Doherty, D. S., and Shields, C. D.: J.A.M.A. 
167:160, 1958. 6, Park, H. W.: J.A.M.A. 167:168, 1958. 7. Truitt, E. B., Jr., and Patterson, 
R. B., Proc. Soc. Exper. Bio. & Med. 95:422, 1957. 8. Truitt, E. B., Jr., Patterson, R. B., 
Morgan, A. M., and Little, J. M.: J. Pharm. & Exper. Therap. 119:189, 1957. 


Supply: Tablets (white, scored), 0.5 Gm., bottles of 50 and 500. 


A. H. ROBINS co., INC., Richmond 20, Va. 


Ethical Pharmaceuticals of Merit since 1878 


Summary of four new published clinical studies: 


Robaxin Beneficial in 95.6% of Cases of Acute Skeletal Muscle Spasm'.-*-© 


NO. 
CONDITION PATIENTS RESPONSE 


STUDY 1* “marked | moderate | slight 
Skeletal muscle 
spasm secondary to 
acute trauma 26 


STUDY 2? pronounced" 
Herniated disc 25 
Ligamentous strains 4 
Torticollis 3 
Whiplash injury 2 
Contusions, 

fractures, and 
muscle soreness 
due to accidents 3 


stuby 3° “excellent” 


Herniated disc 6 
Acute fibromyositis 8 
Torticollis 


stupy 4° “significant” | 
Pyramidal tract 
and acute myalgic 
disorders — 


TOTALS 28 
(20.3%) 
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June September 

INTERNATIONAL Fertitiry Association, Amsterdam, Netherlands, June Concress OF INTERNATIONAL UNION OF RAILWAY MepICAL SERVICES, 
7-13. Dr. Carlos Nouel, 4 Agnietenstr, Amsterdam, Netherlands, Secre- Lucerne, Switzerland, Sept. 21-24. Dr. J. Ortega, 13, rue de Chateau- 
tary-General. London, Paris 10, France, Secretary-General. 

INTERNATIONAL HosprTar Concress, Edinburgh, Scotland, June 1-6. European ConGress oF ALLERGY, London, England, Sept. 2-4. For in- 
Capt. J. E. Stone, 34 King St., London, E. C. 2, England, Secretary- formation address: British Association of Allergists, Wright-Fleming 
General. Institute, St. Mary’s Hospital, London, W. 2, England. 

PAN-AMERICAN Concness = Raeumatic Diseases, ashington, D. C., European ConGress ON RHEUMATISM, Istanbul, Turkey, Sept. 18-21. For 
U.S. A., June 2-6. Dr. Richard T. Smith, West Point, Pa., U. S. A., information address: Professor Hami Kocas, Medical School, Ankara, 
Secretary-General. Turkey. 

July INTERNATIONAL LeaGue AGAInstT RHEUMATISM, Istanbul, Turkey, Sept. 

British Mepicart Association, Edinburgh, Scotland, July 16-24. For in- 18-21. For information write; Prof. Hami Kocas, Medical School, 
formation address: The Secretary, British Medical Association, Tavistock Ankara, Turkey. 

Square, London, W.C, 1, England. INTERNATIONAL TUBERCULOSIS CONFERENCE, Istanbul, Turkey, Sept. 

CANADIAN MEDICAL Association, Edinburgh, Scotland, July 16-24. Dr. 11-18. Dr. T. I. Gokce, Selime Hatun, Mezarlik Sokak, Taksim, Istanbul, 
A. D. Kelly, 150 St. George St., Toronto 5, Ont., General Secretary. Turkey, Secretary-General. 

INTERNATIONAL CONGRESS OF PEDIATRICS, Montreal, Que., July 19-25. INTERNATIONAL UNION OF THE MepIcAL Press, Cologne, Germany, Sept. 
For information address: Dr. R. L. Denton, 2300 Tupper St., Montreal 21-24. Dr. Stockhausen, Secretary of Bundesaerztekammer, Cologne, 
25, Que. Germany. 

INTERNATIONAL CONGRESS OF PLAsTIC SURGERY, London, England, July Worvp Coneress ror Puysicat THerapy, Paris, France, Sept. 6-12. For 
13-17. Mr. David Matthews, 152 Harley St., London, W. 1, England, information write: Miss M. J. Neilson, Tavistock House, Tavistock 
Secretary-General. Square, London, W. C. 1, England. 

INTERNATIONAL CoNGREsS OF RapIioLoGy, Munich, Germany, July 23-30. Wor_tp Mepicat Association, Montreal, Canada, Sept. 7-12. Dr. Louis 
Prof. Hans v. Braunbehrens, Frankfurt am Main, Forsthausstrasse 76, H. Bauer, 10 Columbus Circle, New York 19, Secretary-General. 
Germany, General! Secretary. 

INTERNATIONAL PsYCHOANALYTICAL AssOcIATION, Copenhagen, Denmark, 1960 
July 26-30. Miss Pearl King, 37 Albion St., London, W. 2, England, 

Secretary-General. January 
August Pan AMERICAN CONGRESS OF OPHTHALMOLOGY, Caracas, Venezuela, Jan. 
31-Feb. 7. For information address; Dr. Moacyr, E. Alvaro, 1151 Conso- 

INTERNATIONAL ASSOCIATION OF LIMNOLOGY, Vienna & Salzburg, Austria, lacao, Sao Paulo, Brazil. 

Aug. 20-Sept. 8. For information address: Secretary, Biologische Station, 
Lunz am See, Austria. June 

INTERNATIONAL CONGRESS FOR THE HisToRY OF SCIENCE, Barcelona & CaNaADIAN MEDICAL AssociaTion, Banff, Alberta, June 13-17. Dr. A. D. 
Madrid, Spain, Aug. 30-Sept. 6. Prof. J. Vernet, Universidad de Barce- Kelly, 150 St. George St., Toronto 5, Ont., General Secretary. 
lona, Barcelona, Spain, Secretary-General. INTERNATIONAL ConGress OF CLINICAL Pa rHoLoGy, Madrid, Spain, June 

INTERNATIONAL CONGRESS OF PHYSIOLOGICAL SCIENCES, Buenos Aires, 13-17. Dr. J. Aparicio Garrido, Sandoval 7, Madrid, Spain, Secretary- 
Argentina, Aug. 9-15. A. O. M. Stoppani, Facultad de Ciencias Medicas, General. 

Paraguay 2151, Buenos Aires, Argentina. INTERNATIONAL CONGRESS OF PHyYSIO-PATHOLOGY OF ANIMAL REPRODUC- 

INTERNATIONAL CONGRESS FOR SPEECH AND Voice THERAPY, London, TION AND ARTIFICIAL INSEMINATION, Amsterdam, Netherlands, June 
England, Aug. 17-22. Miss M. Carter, 46 Cannonbury Square, London, 13-17. Dr. J. Edwards, Milk Marketing Board, Thames, Surrey, England, 
N. 1, England, Secretary. Secretary. 

PAN-AMERICAN CONGRESS OF VETERINARY MEDICINE, Kansas City, Mo., July 
U.S. A., Aug. 23. Dr. Benjamin D. Blood, P. O. Box 99, Azul, Buenos 
Aires Province, Argentina, Secretary-General. INTERNATIONAL CONGRESS AGAINST ALCOHOLISM, Stockholm, Sweden, 

Worip CONFERENCE ON MeEpIcAaL Epucation, Palmer House, Chicago, Tongue, Case Gare 49, Lausanne, Switzer- 
Ill., U. S. A., Aug. 30-Sept. 4. For information address: Dr. Louis H. ae 
Bauer, 10 Columbus Circle, New York 19, N. Y., U. S. A. (Continued on page 38) 

This four part summary of the Gesell find- 
ings in child development by Jack Harrison 
Pollack has been reprinted from TODAY'S 
HEALTH. Pamphlets 20¢ each, set of four 
75¢, quantity discounts. 
— Gesell Predicts Your Child’s 
/ 
Part 1. ‘The First Five Years” 
Part 2. “Ages Six Through Ten” 
Part 3. ‘Ages Eleven Through Sixteen” 
Part 4. ‘“‘Adolescence—The Difficult 
Years” 
QO ORDER DEPARTMENT 
AMERICAN MEDICAL ASSOCIATION 
535 N. DEARBORN ST., CHICAGO 10, ILL. 
Enclosed is $ for the following pamphlets: 
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@ Kills by contact a wide variety of 
microorganisms such as Bacteria (in- 
cluding tubercule bacilius), Viruses, 
Fungi, Protozoa. e Effective against 
certain important organisms resist- 
int ta topical antibiotics e Will not 
lead to the development of resistunt 
strains « Effective even in the pres- 
ence of blood, pus or other or- 
ganic matters Color can be washed 
off with water. 


Available: Bitadine Antiseptic in 
8 oz. and 16 oz. bottles. Betadine 
Aerosol in 3 oz. bottles. 
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INTERNATIONAL CONGRESS OF ENDOCRINOLOGY, Copenhagen, Denmark, 
July 18-23. For information address: Dr. Henry H. Turner, 1200 N 
Walker, Oklahoma City 3, Okla., U. S. A. 

INTERNATIONAL ConGress on Gorrer, London, England, July 6-8. For 
information write: Dr. John C. McClintock, 14944 Washington Ave, 
Albany, N. Y., U. S. A. 

INTERNATIONAL CONGRESS ON OccuPATIONAL HeattH, Waldorf-Astoria, 
New York, N. Y., U. S. A., July 25-29. Dr. Leo Wade, 15 West 5Ist St., 
New York, N. Y., U. S. A., Chairman. 


August 


INTERNATIONAL ConGress oF CirnicaL Cuemistry, Edinburgh, Scotland, 
Aug. 14-19. For information address: Dr. S$. C. Frazer, Clinical Labora- 
tory, Royal Infirmary, Edinburgh, Scotland. 

INTERNATIONAL CONGRESS OF GERONTOLOGY, San Francisco, Calif., 
U. S. A., Aug. 7-14. Mr. Louis Kuplan, 722 Capitol Ave., Sacramento, 
Calif., U. S. A., Executive Secretary. 

INTERNATIONAL ConGress OF Puysicat Mepicine, Washington, D. C., 
U. S. A., Aug. 21-26. For information write: Dr. W. J. Zeiter, 2020 
E. 93d St., Cleveland, Ohio, U. S. A. 

INTERNATIONAL SocretTy oF HEMATOLOGY, Tokyo, Japan, Aug. 25. For 
information write: Dr. Sol Habermann, 3500 Gaston Ave., Dallas, Tex., 
U.S 

Wor.tp ConGress OF THE INTERNATIONAL SOCIETY FOR THE WELFARE OF 
Crippies, New York, N. Y., U. S. A., Aug. 29-Sept. 2. Mr. Donald V. 
Wilson, 701 First Ave., New York 17, N. Y., U. S. A., Secretary-General 

September 

ConGress OF INTERNATIONAL SocrETY FOR CELL BIoLocy, Paris, France, 
Sept. 7-9. For information write: Prof. Chevremont, 20, rue de Pitteurs, 
Liege, Belgium. 

Concress OF INTERNATIONAL SocreETY OF ORTHOPEDIC SURGERY & 
TrauMato.ocy, New York, N. Y., U. S. A., Sept. 7-9. For information 
address: International Society of Orthopedic Surgery & Traumatology, 
34 Rue Montoyer, Brussels, Belgium. 

INTERNATIONAL CONGRESS OF CRIMINOLOGY, The Hague, Netherlands, 
Sept. 7-9. For information address: Sosiete Internationale de Crimi- 
nologie, 28 avenue de Friedland, Paris 8e, France. 

INTERNATIONAL ConcGreEss OF Nutrition, Washington, D. C., U. S. A., 
Sept. 1-7. Dr. Milton O. Lee, 9650 Wisconsin Ave., Washington 14, 
D. C., U. S. A., General Secretary. 

INTERNATIONAL SocIETY OF GEOGRAPHICAL PaTHOLocy, London, England, 
Sept. 7-9. Prof. Fred. C. Roulet, 174 Albanrheinweg, Basle, Switzerland, 
Secretary-General. 

Worip Concress OF ANESTHESIOLOGISTS, Toronto, Ont., Sept. 4-10. For 
information write: Dr, R. A. Gordon, 516 Medical Arts Bldg., Toronto 5, 
Ont. 


1961 
October 


INTERNATIONAL CONGRESS OF NEUROSURGERY, Statler, Hotel, Washington, 
D. C., U. S. A., Oct. 14-20. Dr. David L. Reeves, 316 W. Junipero St., 
Santa Barbara, Calif., U. S. A., Editor of Transactions. 


MAGAZINE—TELEVISION REPORT 


The following list of current medical articles in mass-circula- 
tion magazines on medical subjects is published each week only 
for the information of readers of THe JouRnNAL. Unless specifi- 
cally stated, the American Medical Association neither approves 
nor disapproves of the articles reported. 


MAGAZINES 


Atlantic, November, 1958 
“Father Damien’s Village,” by Kathryn Hulme 
The author describes Molokai and Kalaupapa, leper islands 
in Honolulu. She says that because of new drugs these 
colonies are now more hopeful settlements. 


Coronet, December, 1958 
“Black Sheep Vaccine,” by Bob Liston 
The article explains why the antituberculosis serum, BCG, 
although proved effective, is still little used in America. The 
main reason, according to Dr. James E. Perkins, managing 
director of the NTA, is that most of our new tuberculosis 
cases come from that large segment of our population which 
has already been infected with the tubercle bacillus. 


J.A.M.A., Nov. 29, 1958 


“Old Drug Brings New Comfort,” by Henry Marx 
Dr. Anna Aslan of the Institute of Geriatrics in Bucharest, 
Roumania, discovered that novocaine cures pains in the 
elderly. Geriatric specialists in Europe are reporting that 
novocaine relieves arthritis, atherosclerosis, and other ail- 
ments of the aged. Studies at the institute suggest this drug 
stimulates the cerebral cortex and the whole central and 
peripheral nervous system and glands. 

“A Vitality Diet for a Young Middle Age,” by Max Gunther 
Dr. Bernard Oser, president of the Food and Drug Research 
Laboratories, says, “the human body’s nutrition require- 
ments drop slowly from the late teens to age 25, and then- 
with one important exception—remain the same through 
middle and old age.” The exception is that requirements 
for caloric intake continue to drop slowly throughout one’s 
lifetime. 


Life, Nov. 17, 1958 
“Mysterious Stomach—Always in Trouble,” by Richard Carter 
According to the article, a growing number of doctors 
believe that emotional stress plays at least as great a role 
in digestive ailments as purely organic causes do. Other 
discoveries about the stomach are presented, along with a 
review of current information on ulcers. 


Parade, Nov. 9, 1958 
“What You Should Know About Choosing a Doctor,” by 
Holland T. Jackson, M.D. 


The author, president of the American Academy of General 
Practice, lists six steps one should take when acquiring a 
physician. He feels a patient should avoid insurance or 
medical care plans which do not allow him to name his 
own doctor. And when you select a physician, choose one 
in whom you have complete confidence. 


Reader's Digest, December, 1958 
“All About Your Throat,” by Evan Wylie 


A comprehensive review of medical information about the 
throat is given, with particular emphasis placed on explain- 
ing the causes and treatments of sore throats. Dr. Alfred 
Schattner, specialist at the Manhattan Eye, Ear, and Throat 
Hospital, warns adults, “you probably have only yourself 
to blame for abusing your throat, or permitting your body’s 
resistance to fall below normal.” 

“Electronic Weapons of Modern Medicine,” by J. D. Ratcliff 
The automatic heart pacemaker, brain-wave machines, the 
sanguinometer, radioactive arsenic, electronically controlled 
heat, and an electronic computer are samples of the elec- 
tronic weapons which play a role each year in medicine. The 
author explains how these machines work and their effects. 

“Let’s Have No More Nonsense About Weight Control!” by 

Patricia and Ron Deutsch 
Dr. Herbert Pollack of the New York University Post- 
graduate Medical School says, “Most overweight is due 
to two factors: aging, which begins in adolescence; and 
a change in our way of living.” The authors suggest three 
points to keep in mind when forming a healthful lifetime 
eating pattern. 


Saturday Evening Post, Nov. 22, 1958 

“Secrets of the Head-Hunters,” by Kenneth O. Gilmore and 

Howard Simons 
Wilburn H. Ferguson has formed the Ferguson Research 
Foundation, Inc., at Wakani, Ecuador, in the heart of 
Jivaro country. This American hopes to staff the labora- 
tories and hospital with medical researchers who will be 
able to determine from preliminary studies whether a plant 
from the jungle has a real potential and to use the area 
for experimental cultivation of seeds, cuttings, and root- 
stock of all promising medicinal plants. 
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‘Side effects are mi 


ag and irritable colon * gastric hypermotility g 
symptoms of anxiety states. 


Advantages such as quick response . . . smooth, painless induction . . . and an uncomplicated, 


yet swift recovery help make Pentothal a favorite the world over in intravenous anesthesia. Add 


to this, the fact that there are now over 3000 published reports on Pentothal and you'll know 


some of the reasons why it is the world’s most widely used intravenous anesthetic. Obbott 


PENTOTHAL SODIUM 


(Thiopental Sodium for Injection, Abbott) 


Pentothal— 


the intravenous anesthetic 


used in 


more than 75 countries 


of the world 


For a reprint suitable for framing of 
Emil Antonucci’s painting, “Bom- 

631170 bay” (opposite page), write: Profes- 
sional Services, Abbott Laboratories, 
North Chicago, Illinois. 
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Ask for a 
demonstration 
of this newly 
improved 


Irv out 


its spec ial 
convenience and 
versatility in 
collecting, storing, 


and viving blood 


Reliability in Action 


Which is the most practical system for handling 
blood: gravity container or vacuum? siliconed or 
plain? glass or plastic? Abbott provides them all. 
and each offers certain benetits of its own. Your 
Abbott man will gladly answer questions. and help 
set up the most advantageous system for vour hos- 


pital. Talk to him... soon. 


Abbott Parenterals 


SOLUTIONS AND EQUIPMENT 


For a handsome, wide-margin print of this Tom | roman 


painting, showing Jim Bridger discovering Old Faithful, write 


Professional Services, Abbott, North Chicago, Illinois. 
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AN AMES CLINIQUICK’” 


CLINICAL BRIEFS FOR MODERN PRACTICE 


what is the most frequent cause of asthma in children? 


tion with other factors. 


$ 
Chronic focal infection (tonsils, adenoids, paranasal sinuses), alone and in combina- Se 
Source —Chobot, R.: New York J. Med. 57:1644 (May 1) 1957 + 


scaled-down dosage for your younger asthmatics 


Now, the new % Strength AMINET lets you prescribe more precisely for children weigh- 
ing over 40 pounds...avoids possible aminophylline overdosage. Its exclusive base 
does not inactivate aminophylline ...melts promptly at body temperature... invariably 
releases the prescribed dose for rapid relief. 


STRENGTH AM i N ET Suppositories 


AMINOPHYLLINE WITH PENTOBARBITAL 
% Strength AmiNET Suppositories—for children weighing over 40 Ibs. (18 Kg.), one suppository 
rectally, 1 to 3 times daily, Each % Strength AMiNET Suppository contains aminophylline 0.125 Gm. 
(1% gr.), pentobarbital sodium 0.025 Gm. (% gr.), benzocaine 0.015 Gm. (% gr.). 
Half Strength Aminet Suppositories—for children weighing over 80 Ibs. (36 Kg.). For adults—Full 
Strength AMinet Suppositories. 
Available — boxes of 12. 


All AMINET suppositories are now packaged in foil wrapped, pre-formed strips. 


‘ /\ AMES COMPANY, INC - ELKHART, INDIANA - Ames Company of Canada, Ltd., Toronto 
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A total 

,012 patients sre analyzed in this table. It is immediately obvious 
that 1,675 or 93% of the patients studied in this table were 41 years of age 
or over; 94% of the patients showing an excellent response were in this group 
of patients of 41 years of age or over at the time of treatment with Diabinese. 
Only 227 of the 1,675 patients over 41 years of age at the time of treatment 
with Diabinese failed to respond and were considered poor controls. This is 
a@ percentage of failures of 13.6% which is an excellent record for this type 
of compound. Another analysis shows that 1,186 of the 1,675 patients over 41 
years of age showed an excellent control with Diabinese. This is a percentage 
of excellent control of 71%. 


An advance in potency of therapeutic activity 


An advance in duration of therapeutic activity 


An advance in effectiveness over a wider range of patients 


DIABINESE 


brand of chlorpropamide 


once-a-day dosage 


‘a MAJOR ADVANCE in the ORAL treatment of DIABETES 
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ORAL CONTROL 
MATURITY-ONSET 
DIABETES 


Diabinese exerts a hypoglycemic effect within one hour, which becomes 
maximal within three to six hours. It exhibits twice the potency of 
tolbutamide on acute administration and up to six times its potency on 
chronic administration. Most patients can be started on only 0.25 to 0.5 Gm. 
daily given as a single dose with breakfast. 


Diabinese has a longer biologic half-life than tolbutamide. Excreted slowly, 
80 to 90 per cent of one administration is eliminated in 96 hours. A single 
dose provides a therapeutic effect lasting 24 hours or longer. Since it 
remains in the blood as the active hypoglycemic material and is only 
gradually removed, Diabinese affords longer-lasting clinical benefit, with 
relatively constant blood levels, on low, once-a-day dosage. 


The enhanced potency and duration of effectiveness of Diabinese is reflected 
in its notable record of clinical success in properly selected patients. 
Ninety-four per cent of excellent responses to Diabinese are in the most 
common group — the “maturity-onset” diabetics. Diabinese proved effective 
in 86.4 per cent of 1,675 patients over 40 years of age. Good results have 
even been obtained in some “brittle” diabetics, as well as in many 

patients exhibiting primary or secondary failure with tolbutamide. 


posaGeE: IMPORTANT Patients should not be given starting doses 
in excess of 0.5 Gm. daily. An initial dosage of 250 mg. daily is 
recommended for geriatric diabetics. For full details see Section 8 

of Report on Diabinese. 


SUPPLIED: 250 mg. tablets, scored; bottles of 60 and 250. 
100 mg. tablets, scored; bottles of 100. 


Your personal bound copy is 
available from your Pfizer 
representative. 


Pfizer Science for the world’s well-being 


PFIZER LABORATORIES Division, Chas, Pfizer & Co., Inc., Brooklyn 6, New York 


1. Summary of Diabinese Study Program 
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FROM OTHER PAGES 


Martin’s Journey to the Hebrides, 1695 


In the 17th century the Western Islands of Scotland were 
almost as little known to Londoners as were Tahiti and the 
South Seas a century later. Between 1695 and 1697 at the 
earlier suggestion of Sir Robert Sibbald, a well-known 
antiquary, Martin Martin, a native of Skye, undertook 
extensive journeys to the Western Islands of Scotland, in- 
cluding St. Kilda. Martin was no mere topographer or 
recorder of antiquities. He was a shrewd and competent— 
if perhaps credulous and indulgent—observer, keenly in- 
terested in the customs, economics, social life, religion and 
folk lore of every place he visited. Furthermore he paid 
particular attention to the health, diseases and methods of 
medical treatment in vogue in his time or remembered by 
the older inhabitants; and he recorded items of medical 
interest island by island... . 

Martin was more aware than most medical writers of his 
time of the psychological basis of some symptoms and his 
attitude to the unqualified healer was both generous and 
charitable. Some of his accounts of herbal preparations are 
given in detail, and his observations on diet in relation to 
disease show the keenness of his observations. ...Com- 
mencing his journey in Lewis, he says of the inhabitants: 
“They are generally of a sanguine constitution. This place 
hath not been troubled with epidemical diseases except the 
smallpox which comes but seldom and then it sweeps away 
many young people.” There are frequent references to the 
disastrous effects of smallpox on the younger members of 
the community in most of the islands and indeed this 
scourge continued well into the 19th century. 

Still referring to Lewis he says “the chin-cough effects 
children too, the fever, diarrhoea, dysentery and the falling 
down of the uvula, fevers, jaundice and stitches and the 
ordinary coughs proceeding from cold are the diseases most 
prevalent here. The common cure for removing fevers and 
pleurises is to let blood plentifully. For curing the diarrhoea 
and dysentery they take small quantities of the kernal of 
the black molloca beans called by them Crospunk, and this 
being grounded into powder and drunk in boiled milk is 
by daily experience found to be very effectual. They like- 
wise use a little dose of trestavig water with good success. 
When the cough affects them they drink brochan plenti- 
fully, which is oatmeal and water boiled together to which 
they sometimes add butter. This drink used at going to bed 
disposes one to sleep and sweat and is very diuretic if it 
has no salt in it. They use also the roots of nettles and the 
roots of reeds boiled in water and add yeast to it which 
provokes it to ferment and this they find also beneficial for 
the cough.”.. . 

Heroic methods of treatment were not uncommon: John 
Campbell, forester of Harris, “makes use of this singular 
remedy for a cold: He walks into the sea up to the middle 


with his clothes on, and immediately after goes to bed in 
his wet clothes, and then laying the bedclothes over him 
procures a sweat, which removes the distemper; and _ this 
he told me is his only remedy for all manner of colds.”. . . 

It would appear that the stone was troublesome to the 
islanders and there is a comment on the use of Allium 
latisolium, a kind of wild garlic, as a remedy against the 
stone. “They boil it in water and drink the infusion, and it 
expels sand powerfully with great ease.”... Many of the 
natives were very suggestible or at least were very suscepti- 
ble to the changes of the moon for we hear of “a poor man 
born in the village of Rowdil, commonly called St. Clem- 
ents-blind, lost his sight at every change of the moon, 
which obliged him to keep his bed for a day or two, and 
then he recovered his sight.” We learn also of a certain 
Don Chuan, in the parish of Barvas “who had by accident 
cut his toe at the change of the moon, and it bleeds a fresh 
drop at every change of the moon ever since.”—G. Blake- 
Palmer, Martin’s Journey to the Hebrides, 1695, New 
Zealand Medical Journal, August, 1957. 


Mushroom Poisoning 


The earliest recorded case of mushroom poisoning occurred 
in the family of the Greek poet Euripides (Fifth Century 
B. C.) who lost his wife, two sons and a daughter from this 
cause. . . . The Latin historian Pliny stated that deaths from 
mushroom poisoning were not uncommon in Ancient Rome. 
Many prominent people, including the Emperor Claudius, 
Pope Clement VII, the Emperor Jovian, the Emperor 
Charles VI and Berronill of Naples, all lost their lives from 
. Guillaud (1885) estimated that 
about 100 deaths from poisonous mushrooms occurred an- 


poisonous mushrooms. . 


nually in the south-west of France. According to Lewes 
(1948) 200 fatal cases occur annually in Germany. 

Ramsbottom (1945) states that some of the early herb- 
alists, seeking a derivation for the word “fungus,” found it 
in funus (a funeral) and ago (I put in motion), and that 
John Ray, while doubting its correctness, considered it ap- 
propriate.—A. D. Charters, Mushroom Poisoning, The East 
African Medical Journal, March, 1958. 


Vaccination Against Smallpox 


Credit for the first smallpox description has erroneously 
been given to Rhazes, an Arabian physician of the 9th 
century. Eight centuries before Jenner discovered vaccina- 
tion against smallpox, the Chinese were immunizing them- 
selves with material from mild cases of the disease.—J. D. 
Waye, M.D., From the Little Toe to the Root of the Tongue: 
A Short Account of Chinese Medicine, The Boston Medical 
Quarterly, June, 1958. 
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new 
improved 
formula! 


Squibb Vitamins for Therapy 


Theragran—the original and most widely prescribed 
therapeutic vitamin preparation—is now expanded 
to provide additional nutritional support for your 
adult patients. In keeping with the proposals of in- 
vestigators, such vitamins as B,., pyridoxine and 
d-calcium pantothenate have been added to the 
formula, and the ascorbic acid content has been in- 
creased. These improvements in the Theragran for- 
mula provide your patients with extra value at no 
additional! cost. 


Vitamin D ........ 1,000 U.S.P. Units 
Thiamine Mononitrate .. 10) me. 
Riboflavin ....... 10) mg. 
Pyridoxine Hydrochloride 5 mg. 
Vitemin By, activity concentrate . 


1 or more capsules daily as recommended by a physician. 
Family Pack of 180, Botties of 30, 60, 100 and 1000. 


ALSO AVAILABLE 
new! 

formulated for vitamin therapy in children and adolescents 

as Theragran is formulated for adults. 


for patients who prefer liquid vitamin therapy 


SQUIBB 
Squibb Quality— 
the Priceless 
Ingredient 
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UANIL* AND PETN) 


“My doctor suggested I get away from my husband for a few 
months but I think he suggested it because he’s my husband. 
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FEWER ANGINAL ATTACKS. 
PROTECTS AGAINST PAIN 
AND CO S ANXIETY. 
Meprobamate and Pentaerythritol Tetranitrate 
"Tablets, vials of 50, meprobamate (200 mg.) and 


ODAY 


IN THE TESTS OF TIME AND VAST CLINICAL USE IN MANY CONDITIONS, IN HOSTS OF 
PATIENTS, CODEINE HAS STEADILY MAINTAINED ITS STATUS AS A POTENT ANALGESIC 
OF CHOICE ... AND AS A POTENT ANTITUSSIVE OF CHOICE... IT IS STILL UNIQUE, 
BEING AT ONCE POTENTLY ANTITUSSIVE, ANODYNE, MILDLY SEDATIVE . .. ORALLY 
AND PARENTERALLY EFFECTIVE ... VERSATILE AND WIDELY COMPATIBLE, 
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CODEINE TODAY 


An Up-to-Date Review 


This review is based on a survey of the most recent authoritative literature, including the 


latest editions of standard treatises on pharmacotherapy and on the specialties, together with 
relevant clinical reports and reviews by today's authorities. . . . Vast clinical use as potent 
analgesic and/or potent antitussive-anodyne-sedative has made codeine one of the best under- 
stood of all drugs, as regards not only effects and side effects but also indications and contra- 
indications. The better understood a useful drug is, the more valuable it is to the physician, for he 
knows its benefits and its limitations, and just when to use it and when not to use it. And so its 
dependability and relative safety are enhanced, as are the physician's confidence and clinical 
successes. In contrast, innumerable other drugs resembling codeine have been at first found to 
have apparently great promise (on the basis of a few score or a few hundred cases), only to be 
eventually found less potent, less dependable, and less safe than codeine. . . . Thus, in the tests 
of time and vast clinical use in many conditions presented by hosts of patients, codeine has 


A POTENT ANALGESIC OF CHOICE 


“Codeine is one of the most frequently prescribed 
drugs. It has a wide field of usefulness in clinical 
medicine.” (Krantz and Carr, 1958) 


For moderate to severe pain, codeine is today 
widely recommended and prescribed. Recent state- 
ments of authorities reaffirm impressively the unex- 
celled and often unequaled clinical values of 
codeine as an analgesic of choice—potent, depend- 
able, versatile and relatively safe. According to 
Beckman (1958), codeine is “considerably more 
potent than the antipyretic analgesics.” Sollmann, 
in the 8th edition of A Manual of Pharmacology 
and Its Applications to Therapeutics and Toxicol- 
ogy (1957), states: “For the relief of pain, appre- 
hension and extreme physical discomfort, morphine 
and related alkaloids surpass all other analgetics, 
particularly in persistent and exhausting pain, such 
as that of trauma, inflammation or neuralgia.” ° * ° 
“Codeine as an analgetic is about a fourth as potent 
as morphine. It is preferred for prolonged use, as 
it is less nauseant and less constipating and its clini- 
cal use only rarely leads to addiction.” According 
to New and Nonofficial Drugs, 1958, codeine is 
“. . . especially valuable for the relief of milder 
grades of pain, cough and other conditions in which 
the sedative action must be continued for some 
time.” Similarly, Woods writes in the 1958 edition 
of Pharmacology in Medicine, codeine is “effective 


steadily maintained its status as a potent analgesic of choice and a potent antitussive of choice. 


LATEST AUTHORITATIVE EVALUATIONS OF A POTENT 
ANODYNE OF CHOICE AND A UNIQUE ANTITUSSIVE-SEDATIVE-ANALGESIC 


By virtue of efficacy, dependability, ver- 
satility and relative safety, codeine today 
is even more firmly established than ever 
as (1) a potent analgesic of choice, effec- 
tive orally and parenterally; (2) a unique 
antitussive, with threefold benefit — at once 
anodyne and mildly sedative as well as 
potently antitussive. It is the standard for 
evaluation of antitussive action. . . . It is one 
of the most widely prescribed of ALL drugs, 
old or new, alone or in combination. Its 
versatility is shown by its multiple compati- 
bilities and its oral and parenteral effective- 
ness in a great variety of conditions . . 


moderate to severe pain... neuralgia... 
headache . . . colds and grippe . . . sore 
throat .. . cough... . colic . . . diarrhea 
. dysmenorrhea . . . backpain . . . post- 
traumatic, postpartum and postoperative 
pain... myalgia .. . arthralgia . . . pain 
of neuritis, arteritis and phlebitis . . . ter- 


minal cancer. . . 


moderate ana 


in moderate = and is frequently used for this 
gesic effect because it is less narcotic 
and less addicting than morphine.” 


52 
; 


Advertisement 


In Drugs of Choice, 1958-1959, Bonica compre- 
hensively reviews the drugs for the relief of pain, 
and states: “Codeine is second only to morphine as 
a ‘drug of choice’ to relieve pain. It is frequently 
employed to relieve mild to moderate pain that 
cannot be controlled with a nonaddictive analgesic 
but is not sufficiently intense to warrant the use of 
a potent narcotic.” Further, it is relatively safe, with 
low addictive capacity and comparatively minor 
side effects in the usual dosage. “It is these advan- 
tages of codeine which indicate its use before more 
potent and more addictive drugs are employed in 
managing patients with chronic pain.” . . . “The 
dose of codeine for controlling mild to severe pain 
varies from 15 to 64 mg. Since doses greater than 
64 mg. merely prolong analgesia but fail to pro- 
duce a commensurate increase in degree of relief, 
there is no advantage in using larger amounts, ex- 
cept in the presence of tolerance. Therefore, it is 
better to give optimal doses at more frequent inter- 
vals,” 

In severe pain, morphine may often be contra- 
indicated, and codeine preferred to all other anal- 
gesics. For instance, as Beckman points out, “It can 
be used with fair effectiveness in the control of pain 
in situations — such as excessively distressing dys- 
menorrhea, for example —in which morphine is 
contraindicated for obvious reasons.” And, as Fors- 
ter observes (Current Therapy 1958), judicious use 


of codeine in preference to morphine or meperidine 
may be indicated in trigeminal neuralgia. In an edi- 
torial in Modern Medicine Annual (1958), Alvarez 


stresses that: “In my experience, the drug that has 
worked most beautifully for persons with mucous 
colies is codeine .. .” 


Possible Synergism with Less Potent Analgesics 

An enhancement of the value of less potent anal- 
gesics by codeine has been so often observed as to 
be univ ersally accepted and extensively used clin- 
ically. As Gross and Keasling state in Postgraduate 
Medicine, Se pt. 1958: “Combinations of "codeine 
with mild analgesic agents are commonly used to 
relieve pain refractory to the mild analgesic agent 
alone. Such combinations offer the advantage that 
pain relief may be afforded by doses of codeine 
that are ineffective when given alone. We do not 
know of any controlled clinical experiments sup- 
porting this thesis, but there is abundant clinical 
impression in this regard.” Beckman (1958) also 
remarks that for enhanced analgesia, bios may 
be used “in conjunction with antipyretic analgesics , 
to add to the potency of the dose . . .” Such recom- 
mendations represent the consensus of today’s 
authoritative literature. 

Versatility 

The versatility of codeine is shown by its oral and 
parenteral effectiveness, its unique combination of 
potent analgesic and antitussive effects plus mild 
sedation, and its multiple compatibilities. As noted 
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by Gross and Keasling (1958): “Codeine is effec- 
tive by all routes of administration, but the oral 
route usually is preferred.” In Drugs of Choice, 
1958-1959, Bonica points out that: “It should be 
emphasized that the maximum effect of codeine is 
obtained by parenteral administration. . . . In order 
to achieve maximum analgesic effects in the pres- 
ence of severe pain it should be administered sub- 
cutaneously in doses 30 to 64 mg., depending on 
the size, age, and physical status of the patient and 
the intensity of his pain. In controlling severe pain 
in circumstances in which morphine is not avail- 
able, codeine in 64 mg. doses may be injected 
intravenously, but slowly.” Codeine given subcu- 
taneously may be indicated in severe migraine, 
acute diarrhea, accidental or surgical trauma, 
burns, and acute pain of visceral disease, musculo- 
skeletal disorders. . . 

Codeine augments the efficacy of antipyretic 
analgesics in common use for a large number of 
conditions. ... A major use for codeine, as Krantz 
and Carr (1958) emphasize, is “to allay pain which 
does not respond to the milder analgesics, acetyl- 
salicylic acid, and similar drugs.” Here its versa- 
tility is doubly evident — bro: idly effective.in highly 
diverse clinical situations, the multiplicity of co- 
deine combinations is great. Among the extensive sly 
prescribed preparations are codeine — (1) aspirin 
and other r antipyretic analgesics, ) barbiturates 
and other sedatives and (3) stimulants, 
(4) diuretics, (5) antihistamines, (6) vasocon- 
strictors, (7) bronchodilators, (8 ) expectorants. . . 
The U.S.P. XV lists Codeine Phosphate U.S.P., and 
Codeine Phosphate Tablets U.S.P., with the state- 
ment as to category: “1. Analgetic; 2. Antitussive.” 
The N.F. X includes official descriptions of the 
following preparations: (1) Analgetic and antitus- 
sive — Codeine N.F.; Codeine er N.F.; and 
Codeine Sulfate Tablets, N.F. (2) Antitussive prep- 
arations — C ompound White Pine Syrup with Co- 
deine N.F. and Terpin Hydrate and Codeine Elixir 
N.F. 

The versatility of codeine is still further demon- 
strated clinically by its threefold benefit as an 
antitussive. 


UNIQUE ANTITUSSIVE-ANODYNE- 
SEDATIVE 

“There have been many attempts to prepare an 
antitussive drug, not a derivative of opium, that 
would compete with codeine in the treatment of 
cough. The task is not an easy one.” (Krantz and 
Carr, 1958). 

Today’s authoritative evaluations of codeine for 
cough control are indeed notable. Beckman (1958 ) 
terms this drug “an excellent agent with which to 
combat cough” and further states: “Codeine suf- 
fices excellently in most instances in which the 
cause of the coughing is not a gross physical lesion 
productive of greater and more continuous excita- 
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tion than can be overcome by any agent that does 
not dull the general consciousness as well as specif- 
ically depress the cough center.” Goodman and Gil- 
man note that: “The opiates comprise the so-called 
anodyne expectorants, and codeine in particular 
deserves preference for quieting an overactive 
cough reflex. . . . Codeine can be effectively incor- 
porated in an expectorant cough mixture for a dry, 
irritating cough with the object of stimulating se- 
cretion of mucus and yet reserving the cough reflex 
for productive expectoration. . . . Small amounts of 
codeine . . . will decrease the frequency of cough- 
ing without altering significantly the respiratory 
minute volume.” 

According to Woods (1958): “Because of de- 
pression of cough reflex, lack of side effects, and 
small addiction liability, codeine is [a] drug of 
choice for cough mixtures used in irritating, non- 
productive coughs.” 

Krantz and Carr (1958) state that codeine “ap- 
pears to be [a] drug of first selection in the treat- 
ment of cough.” In coughs associated with the 
common cold: “It appears best to suppress rather 
than obliterate the cough and [a] drug of choice 
to meet this end is codeine in dosage great enough 
to offer relief. Usually 15-30 mg. every 4-6 hours 
is sufficient.” (Rosi) 

In bacterial pneumonia, according to Van Metre 
(Current Therapy 1958): “Distressing cough may 
be relieved with codeine 8 to 32 mg. (% to % grain) 
every 4 hours.” A similar recommendation for 
codeine as an antitussive of choice to control the 
harassing cough of viral pneumonia is made by 
Reimann (1958). Grollman (~958) states: “The 
N.F. preparation of Elixir of Terpin Hydrate and 
Codeine in doses of 4 ml. is a useful preparation 
for cough.” Further: “In the great majority of 
tuberculosis patients requiring medication for the 
relief of cough, codeine in a dose of 10 mg. orally 
is usually effective.” 

Threefold Benefit from Codeine — Codeine offers 
combined potent antitussive and analgesic effects, 
plus mild sedation, along with the tremendous his- 
tory of use. Hence, it remains the standard for 
evaluation of all other drugs promoted for the con- 
trol of cough. And the fields of usefulness of codeine 
greatly exceed those of nonanodyne antitussives: 
for, cough is often associated with one or more 
symptoms that can be alleviated by analgesia and 
mild sedation: general malaise, sore throat, head- 
ache intensified by coughing. . . .In addition, as 
pointed out by Bickerman (Drugs of Choice, 1958- 
1959): “Codeine [by itself] . . . exerts a ‘drying’ 
action upon the mucosa of the respiratory tract 
which may be of some advantage where excessive 
mucus or an actual bronchorrhea is present.” Bick- 
erman and Barach (1958) remark that sedation is 
frequently an essential therapeutic measure in 
bronchial asthma, and, although there is universal 
agreement that morphine is contraindicated in this 


disorder, “. . . with the use of codeine in the range 
of 15 to 30 mg., repeated at 4- to 6-hour intervals, 
we have encountered only minor side effects such 
as cough suppression and a ‘drying’ action on the 
bronchial secretions.” In asthma and allergic rhini- 
tis in children, “Codeine sulfate in doses of 8 to 
16 mg. (% to % grain) may be used sparingly for 
quieting the irritative cough.” (Burrage, Current 
Therapy 1958) 

SPECIAL INDICATIONS 

Codeine for Headache 


Many headaches of diverse causation have been found 
to respond favorably to codeine alone or in combination. 
It is perhaps most frequently prescribed for headache asso- 
ciated with the common cold and other respiratory infec- 
tions, especially when sore throat or cough is a complication. 
Codeine has been and is generally advocated when less 
potent analgesics fail. Thus, according to Ryan (1958 edi- 
tion of Headache — Diagnosis and Treatment), for control 
of posttraumatic headache: “Sometimes preparations such 
as aspirin or [aspirin-acetophenetidin-caffeine combination ] 

. are sufficient, whereas in some cases the addition of 
codeine to these preparations is needed.” The same authority 
states also that, in a number of types of severe headache, 
codeine, alone or in combination, may be indicated when 
less potent analgesics fail. Goodman and Gilman remark: 
“For headache, codeine may be effectively combined with 
analgesics such as salicylate or acetanilid.” Codeine is espe- 
cially recommended for migraine. In severe migraine with 
nausea and vomiting, subcutaneous administration of co- 
deine may be indicated. Gurdjian and Webster (1958) 
advocate the alternation of codeine and a barbiturate for 
comfort and rest following head injury. For headache fol- 
lowing a cerebral vascular accident, according to Lasater 
(1958): “If headache is severe, acetylsalicylic acid 0.6 gram 
(10 grains) with codeine 32 mg. (% grain) is given every 
4 to 6 hours.” Codeine may sometimes be adequate even 
for relief of headache following rupture of an intracranial 
aneurysm, as remarked by Walton (1958). Today, author- 
ities specifically recommend codeine, most frequently in 
combination, for a great variety of headaches besides those 
mentioned in this section. A partial list is presented in the 
Table of Indications. 

Table of Codeine Indications — Analgesia and Sedation 
Authorities today recommend codeine for relief of moderate to moderately 


severe pain, of many different types, including the following painful 
conditions : 


arteriosclerotic neuritis due to herpes zoster 
ischemia insect bites 
arteritis (temporal) laryngitis 
arthritis: osteoarthritis and mumps 
rheumatoid arthritis myocardial infarction (less severe 
backache attacks) 
bursitis neuritis 
cancer pancreatitis 
colic (mucous) pericarditis 
colitis postoperative pain 
cystitis postpartum pain 
diarrhea (of certain types) pyelonephritis 
dysmenorrhea sinusitis 
dysentery sore throat 
epididymitis thyroiditis 


fever (if accompanied by general 
aching or restlessness) 

fibrositis 

gastritis 

gout 

headache: after spinal puncture; 
acute bronchitis; cerebral arterio- 
sclerosis; cerebral vascular accident; 
common cold; ear affections; eye af- 
fections; malaria; mastoiditis; menin- 
goencephalitis; migraine; nasal 
affections; Paget's disease; rickettsial 
diseases; rupture of saccular aneu- 
rysm; scarlet fever; sinusitis; trauma; 
uremia . . 


thromboangitis obliterans 
trauma 


Cough 


Authorities today recommend codeine 
as an antitussive of choice in coughs 
associated with many conditions, 
including the following: allergy; 
bacterial pneumonia; bronchiectasis ; 
bronchitis; common cold; influenza; 
Léffler’s syndrome; measles; ornitho- 
sis; many other respiratory diseases; 
silicosis ; tracheobronchitis ; viral pneu- 
monia ... 


Codeine for Sore Throat, Colds, Grippe . . . 


Codeine, especially in combination with = 


analgesics, is widely prescribed for its analgesic an 


seda- 
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tive effects in severe colds, grippe and other respiratory 
infections, particularly when these are accompanied by 
headache, sore throat, or cough —as is so often the case. 
In the management of sore throat, according to Weinstein 
(Current Therapy 1958): “Symptomatic therapy involves 
primarily the use of various measures for the relief of the 
painful throat and the generalized malaise. Codeine, 30 to 
60 mg. (% to 1 grain) in adults, is very helpful in this 
respect.” Grollman (Pharmacology and Therapeutics, 1958) 
points out that: “A popular prescription for the malaise of 
upper respiratory infections (cold or grippe capsules ) con- 
tains 0.015 gram codeine sulfate, 0.03 gram caffeine and 
0.13 gram each of acetophenetidin and acetylsalicylic acid.” 
In viral pneumonia, according to Reimann (Current Therapy 
1958) malaise, with general aching and headache are best 
relieved by codeine. Also, codeine is the sole antitussive 
recommended by Reimann for the harassing cough which 
intensifies headache and interferes with rest in this disease. 
Goodman and Gilman observe that: “Carefully chosen and 
properly spaced doses of codeine or morphine may occa- 
sionally be necessary in pneumonia to control pain, dyspnea, 
and restlessness.” 


Codeine for Pain Relief in Neuritides 


Codeine has long been — and still is—a major aid for 
relief of pain and malaise in “sciatica,” backache associated 
with neuritis and many other varieties of neuralgia. Burgoon 
(1958) states that, for the almost intractable pain often 
associated with herpes zoster: “acetylsalicylic acid 0.6 gram 
(10 grains) enteric coated, given in combination with 
codeine 32 to 50 mg. (% to % grain) every 4 hours as 
needed for pain has proved to be [a] most effective ap- 
proach * For trigeminal neuralgia, judicious use of 
codeine is favored by Forster (1958). Concerning 
neuritis associated with peripheral vascular disease, Owens 
(1958) makes the following recommendation: “Ischemic 
neuritis, a disabling deep foot or leg pain frequently re- 
quiring hospitalization, is probably the most difficult to 
treat. Rest and sedation (codeine 30 to 60 mg. [% to 1 grain] 
3 times a day) often bring relief . . .” For the same type of 
neuritis, codeine is favored also by Allen, Barker and Hines 
of the Mayo Clinic. In the management of polyneuritis, 
according to Plum (1958): “Hot packs or a heat cradle 
provide much comfort and acetylsalicylic acid 0.6 gram 
(10 grains) every 3 to 4 hours, either alone or in combina- 
tion with 30 to 65 mg. (% to 1 grain) of codeine may be 
used.” . . . The citations of the efficacy of codeine, alone 
or in combination, for neuralgias are merely examples illus- 
trating the most recent, authoritative consensus. 


Codeine for Myalgia and Arthralgia 


Codeine is today one of the most frequently prescribed 
drugs for the pain and malaise of musculoskeletal disorders, 
including affections of muscle, bone, joints, bursae . . . as 
after injury and in many diseases. Combinations, such as 
preparations containing codeine plus one or more antipyretic 
analgesics, with or without a barbiturate, are extensively 
used in rheumatoid arthritis, degenerative joint disease 
(osteoarthritis ), bursitis. . . . For pain relief in bursitis, 
codeine plus salicylates “in ample amounts” are favored by 
Steinbrocker and Argyros (1958). In arthritis, according to 
Krantz and Carr (1958): “At the onset of the disease, to 
obtain rest and pronounced analgesia it is advisable to 
prescribe codeine phosphate (30 mg.) 3 to 4 times a day, 
to be taken with the salicylate dose [ 5 to 10 Gm. aspirin 
daily] when pain is severe and on retiring. Patients with 
arthralgic pain have used codeine as an analgesic for years 
without showing tolerance or addiction. Mild sedation with 
phenobarbital 15 to 30 mg. is recommended.” 


Codeine for Postpartum Analgesia and Sedation 


Today, as through the years and decades, codeine is 
universally accepted as an excellent postpartum analgesic 
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and sedative. In a 1958 review, The Choice of Drugs in 
Obstetrics and Gynecology, Davis and Fugo state that 
codeine is valuable “as an adjunct in the treatment of the 
postpartum patient. In conjunction with aspirin it will 
relieve the discomfort of the episiotomy incision and it 
does not have the [severe] constipating effects of morphine. 
It is usually given orally in doses of 30 to 60 mg.” 


Codeine for Postoperative Analgesia and 
Sedation and After Accidental Trauma 


Postoperative pain and malaise represent important indi- 
cations for codeine and its combinations with less potent 
analgesics, such as aspirin and acetophenetidin. According 
to Cecil and Conn (The Specialties in General Practice, ed. 
2, 1957): “For those whose operation was done under gen- 
eral anesthesia, pain appears when they react. For the usual 
patient, pain is controlled with codeine sulfate (0.03 to 
0.06 gm. every three or four hours) with acetylsalicylic 
acid (aspirin ), 0.3 gm., every three or four hours.” After 
a minor operation, such as removal of a sebaceous cyst, 
again according to Cecil and Conn, the patient “is instructed 
to take aspirin, 0.3 gm. every two hours, and codeine, 0.06 
gm., every three hours, if discomfort warrants.” For anal- 
gesia on the day following gynecologic surgery, a combina- 
tion of codeine, aspirin, acetophenetidin and caffeine is 
“usually adequate,” as Henriksen (1958) observes. 

Following accidental trauma, including burns, codeine 
is once again a potent analgesic and sedative of choice. 
And still again, today, in such indications, codeine is one 
of the most widely recommended and prescribed of all 
drugs. 

Codeine for Cancer Pain 

Bonica reminds us that: “Codeine is a very useful and 
effective drug for cancer pain and should be used as long 
as it is effective.” Slaughter and his associates recently re- 
viewed the management of cancer pain, and pointed out: 
“Codeine may be added when the salicylates fail to main- 
tain comfort.” Codeine is an agent of choice, in combination 
with aspirin, according to Lemon, for relief of intermittent 
pain in ambulatory patients with metastatic cancer. Beck- 
man (1958) strongly recommends codeine for cancer pain. 
The following procedure has been urged by Goodman and 
Gilman: “In patients with pain due to neoplastic growths 
or other chronic hopeless diseases, the use of morphine 
alkaloids should be reserved until non-narcotic drugs no 
longer give relief. Then codeine should be. employed in 
combination with non-narcotic sedatives and analgesics and 
the doses increased until pain can no longer be controlled 
without morphine, metopon, meperidine, or methadone. The 
doses should be kept as low as possible so that maximal 
relief can be given for the longest possible period. Since 
tolerance develops, one wishes to reserve a margin of sus- 
ceptibility in order to cope with the terminal stages when 
pain may be excruciating.” 


Codeine for Dental Pain 

Codeine, especially in combination, is extensively pre- 
scribed today for management of dental pain An outstand- 
ingly favored prescription contains codeine plus aspirin, 
phenacetin, a barbiturate, and hyoscyamine. In this 
combination, favorable effects of each ingredie nt are en- 
hanced by the presence of codeine, with resultant effective- 
ness in accord with the concept of potentiated analgesia, as 
expressed by Gross and Keasling (1958). . . . Codeine, with 
its efficacy in headache plus its sedative action, is today 
rationally and widely prescribed by dentists. : 

Codeine for Diarrhea 

In relatively large doses, codeine has a moderate tendency 
to cause constipation — plus increased analgesia and seda- 
tion. Consequently, codeine through the years and the 
decades has been widely recognized as a major aid in the 
management of many types of diarrhea. Today, such use 


is accorded general commendation by authorities. For in- 
stance, in Current Therapy 1958, Fierst states regarding 
diarrhea of ulcerative colitis: “The weakening effect of a 
chronic persistent diarrhea is well-known. The physician 
may be tempted to use opium. . . . Codeine is preferred in 
doses of 30 mg. every 6 hours. A diarrheal mixture of 
tincture of belladonna 20 cc., codeine sulfate 1.0 gram, 
kaolin 6.0 grams and chalk mixture to make 240 cc. has 
been found to be very effective. This is taken every 5 to 
6 hours, as needed.” In the same 1958 text, (1) Morrison 
mentions codeine first among the drugs indicated in bacillary 
dysentery, if opium is not required . . . (2) Posey states 
that in acute diarrhea: “Codeine sulfate 32 mg. (% grain) 
orally every 3 to 4 hours or, in extremely ill patients, up 
to 65 mg. (1 grain) subcutaneously every 4 hours is quite 
effective . . .” (3) McNaughton notes that codeine may 
occasionally be required to control diarrhea associated with 
food poisoning. Other authoritative reviews of today present 
even stronger recommendations for the use of codeine in 
control of diarrhea. For example, in Drugs of Choice 1958- 
1959, Almy and Steinberg review today’s pharmacotherapy 
of diarrhea and stress that codeine is am the drug of 
choice. ... 
RELATIVE SAFETY 

The present consensus concerning the rarity of 
addiction to codeine has thus been stated by Beck- 
man in his 1958 text, Drugs — Their Nature, Action 
and Use: “While admitting that cases of codeine 
addiction are reported at long intervals, I neverthe- 
less feel that the drug can be looked upon as very 
nearly nonaddictive; Seevers and Pfeiffer found it 
so in their studies, and this is certainly the general 
clinical experience. It will sometimes support an 
existing morphine addiction if substituted in five 
times the morphine dosage, and physical depend- 
ence upon it can be established if very high dosage 
is used, but it is extremely difficult to establish 
emotional dependence upon it. . . .” 

According to Goodman and Gilman, The Phar- 
macological Basis of Therapeutics (latest edition, 
1955): “Codeine addiction is rare because the drug 
produces relatively little euphoria and is thus less 
desirable to the potential addict. . . .” Similar judg- 
ment is expressed by Sollmann, in the eighth edi- 
tion (1957) of his Manual of Pharmacology: “Ad- 
diction to codeine is relatively rare and generally 
easily broken; . . .” Further: “With medicinal doses 
of codeine, the psychic effects are so slight that 
they would scarcely be recognized by the patient; 
there is therefore little temptation to increase the 
dosage; and the codeine can be withdrawn without 
notable reaction. Relatively large doses over long 
periods appear necessary to establish addiction. . . .” 

And Seevers (1958) states: “Codeine, although 
capable of inducing physical dependence if very 
large doses are used, is not frequently a drug of 
addiction. Emotional dependence is not so easily 
established, since the effects of this drug are not 
so desirable. . . .” 

Krantz and Carr (1958) remark: “We have ob- 
served individuals with arthralgic pain who have 
used codeine as an analgesic for years without 
showing tolerance or addiction, although there 


CODEINE TODAY 


Codeine is subject to Federal Narcotic Regulations. 


Advertisement 


have been reported cases of codeine addiction, and 
others have recognized tolerance. . . .” 
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all-day 


or all-night protection 


from 


with 
one oral dose 


Compazine* Spansule? 


capsules are especially useful for prompt and 
prolonged relief from tension headache 


For the patient whose anxiety and nervousness 
are manifested as tension headache, one ‘Compazine 
Spansule capsule taken in the morning provides 
protection throughout the day 


Patients on ‘Compazine’ are, in virtually all cases 
free from drowsiness, and often experience an 
alerting effect. They can carry on normal activity 
And, on the other hand, for the patient who 
cannot sleep because of anxiety and tension, one 
‘Compazine’ Spansule capsule taken before 
retiring provides relief throughout the night 


Compazine’ Spansule capsules: 10 mg., 
Is mg. and 30 mg. 


Smith Kline & French Laboratories, 
Philadelphia 


*T.M. Reg. U.S. Pat. Off. for prochlorperazine, S.K.F. 
{T.M. Reg. U.S. Pat. Off. for sustained release capsules, $.K.F 
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The Problem: 


To save your most 


precious asset-TIME 


Time is a physician’s most precious asset. 
Something he never gets enough of. Some- 
thing that is frequently taxed by the desire 
to keep up with the hundreds of new prod- 
ucts which come on the market every year. 


On the facing page is an answer to this 

crushing problem... and one you willnot for just one purpose: to save time in 
want to miss. Read it—and then refer to —_ acquiring the latest information on new 
the sample material shown here that illus- | products—what they’re designed to do 
trates a new service to physicians designed —_ and what they aren’t meant to do. 


Actual page size 
x 11” 
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The Answer: 


A Brand New Service to Physicians 


Pertinent information on the new medical 
products—inside the covers of a single publication 


¢ Immediately after the first of the year, you will 
receive the first issue of a new kind of service 
to physicians—a publication called New Med- 
ical Products. It is designed to meet the physi- 
cian’s need to keep up with the hundreds of 
new drug and health products that are made 
available each year. 


It is designed to fill this need in a manner so 
efficiently organized that the physician can 
keep himself informed without wading through 
vast quantities of material. 


Now you will have up-to-date information on 
the newest products. And you get it in the form 
that you want. Succinct. Orderly. You get the 
facts, with no extravagant language. 


Each product, as you will see in the adjoining 
sample page from New Medical Products is 
treated in editorial style. Data is uniform in 
arrangement—giving all material about that 
product on a single page. 


Each page is devoted to a single product—giv- 
ing the following types of pertinent data on 
that product: 


. Indications 

. Composition 

. Advantages 

. Contraindications and Precautions 
. How supplied 

Dosage and Administration 
. Clinical Evidence 
References 

Manufacturer 

. Photo of package 

. Text on package 


¢ The opening pages of each issue of New 


Medical Products will present a compendium 
of every major disease known to medicine. 
Beneath these headings will be listed every 
new product—new within the past 12 months— 
that has been described as useful in the treat- 
ment of that disease. This unique feature will 
enable any physician to consider immediate 
use of these newest additions to medicine’s 


armamentarium. 


You don’t need to send the coupon below to 
receive your copy. But to be safe, and to make 
sure we have your name and address listed 
correctly, we recommend that you fill it out 
and return at your earliest convenience. 


Your initial copy of New Medical Products 
will reach you shortly after January 1, 1959. 


FREE TO DOCTORS 


New Mepicat Propucts 
250 West 55th Street 
New York 19, New York 


Gentlemen: 


Please put me on your list to receive, monthly, New 
Medical Products, starting with the January issue. 
I understand there is no subscription cost to the 
medical profession. The correct name and address 
is as follows: 


NAME 


STREET ADDRESS 


CITY STATE 


NEW MEDICAL PRODUCTS 
For Diagnosis, P ion, T 
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HYPE RTENSIVE...yet controlled 


with safer combination therapy 


“objective relief... gratifying” 


Rauvera—the combination of alseroxylon 
and alkavervir—is much more effective 
than either drug alone. It virtually 
produces “no postural hypotension, no 
organ toxicity, and no sensitization 
reactions. Tolerance does not develop on 
prolonged administration... hypotensive 
action is steady and prolonged and 
persists over the entire twenty-four 
hours.'” Rauvera therapy can be 
continued over long periods of time. 


“subjective relief...even more so” 


Alseroxylon and alkavervir ‘‘when 
combined produce mutual reinforcement 
so that... more severe cases respond,” yet 
**side effects are minimal.’’? Most 
patients feel better, are less tired and are 
free from headaches.® Anxiety and 
tension are relieved...pulse rate 
slowed...such symptoms as ‘‘heart 
consciousness,”’ tinnitus, vertigo, 
giddiness and insomnia disappear rapidly 
—leaving a calm and relaxed patient. 


RAU VERA 


Each scored tablet of Rauvera contains 1 mg. purified Rauwolfia serpentina 
alkaloids (alseroxylon) and 3 mg. alkavervir, biologically standardized. 


1, Bondig, A.: New York State J. M. 66:2523, 1956. 2. La Barbera, J. F.: Med. Rec. and Ann. $0:242, 1956. 3. Giichrist, A. R.: Brit, M. J. No. 11-1011, 1956, 


SMITH-DORSEY a division of The Wander Company Nebraska 
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from a subtle chemical change 
...a striking clinical difference 


assures a decisive response 
in almost every 
common bacterial infection 


Parenteral 
Performance 


in Every 
Pulvule 


tlosone"™ (erythromycin oster, Lilly)-—-as the propionate 
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A striking clinical difference in antibiotic therapy 


... from a subtle chemical change. Chemically, Ilosone is a propionyl ester which was derived from 
erythromycin. This subtle molecular modification has endowed Ilosone with striking clinical advantages. 


A decisive response is assured in almost every common bacterial infection. Ilosone is decisively 
effective against both gram-positive and many gram-negative organisms (with the notable exception 
of the normal inhabitants of the gut) as well as certain large viruses. (Indications are listed on the 


preceding pages.) 


A new potent ‘‘-mycin’’ antibiotic. The antibacterial potency of blood concentrations which 
Tlosone assures is over three times greater than that obtained with erythromycin coated tablets. Potent 
therapeutic levels are attained much faster (within thirty minutes) and are sustained several hours 
longer. 


Parenteral speed and certainty. Ilosone acts with the speed, certainty, and antibacterial effective- 
ness of erythromycin administered parenterally in therapeutic doses. 


Unsurpassed safety. Ilosone assures unsurpassed freedom from toxicity, allergic reactions, and 
side-effects; and it is well tolerated. 


Easy oral administration. Usual dosage is 250 mg. every six hours, but 500 mg. or more may be 
administered safely every six hours in more severe or deep-seated infections. For optimum effect, 
administer on an empty stomach. Ilosone is supplied in attractive red-and-ivory Pulvules®, 250 mg., 
in bottles of 24 and 100. (For pediatric patients, a 125-mg. Pulvule is available.) 


Your Lilly representative will be glad to provide further information. 


Litty 


QUALITY | RESEARCH | INTEGRITY 


ELI LILLY AND COMPANY ° INDIANAPOLIS 6, INDIANA, U.S. A. 
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SAFETY OF LIQUID PLASMA—A STATISTICAL APPRAISAL 


Wynn A. Sayman, M.D., Chicago, Ross L. Gauld, M.D., Washington, D. C., Shirley A. Star, Ph.D. 


HIS REPORT summarizes the experience 
of the University of Chicago Blood Bank 
with respect to viral hepatitis among pa- 
tients who received transfusions of plasma 
and/or whole blood. The patients studied were 
given transfusions during a_ period of slightly 
over 15 years, between September, 1942, and Jan- 
uary, 1957, during which time the plasma adminis- 
tered was processed as described below. Of particu- 
lar interest is the fact that no case of hepatitis 
occurred which could be ascribed to the use of 
plasma made in this manner. Follow-up data on the 
course of the recipients is complete for all but 2% 
of the patients who were given transfusions, and 
the results indicate that the risk of transmission of 
serum hepatitis from plasma can be reduced to less 
than that incurred with transfusions of whole blood. 


Materials and Methods 


Processing of Plasma.—The operation of the blood 
bank at the University of Chicago and its method 
of processing plasma has been described in detail 
in previous reports.' Briefly, all blood after being 
drawn from the donors was refrigerated until used 
for transfusions. If not used within five or six days, 
it was converted into plasma. Thus, the blood which 
was made into plasma was that which had become 
outdated before use. Beyond this, there was no 
selection. The plasma was first made up into pre- 
liminary pools from about 10 donors and placed in 
2,000-ml. flasks. A final pooling was then made; this 
consisted of plasina which had been made from the 
blood of about 28 to 30 donors. It was then tested 
for bacterial contamination. Thereafter, it was 


From the William H. Danforth Laboratory for Research in Surgery, Department of Surgery, University of Chicago (Drs. Sayman and Allen), the 
Walter Reed Army Institute of Research (Dr. Gauld), and the National Opinion Research Center, University of Chicago (Dr. Star). 


J. Garrott Allen, M.D., Chicago 


Plasma was compared with whole blood 
with respect to the frequency of hepatitis 
after transfusion. The data represent more 
than 15 years of experience with a blood 
bank; the three categories of patients suc- 
cessfully followed up numbered 433 (plasma 
only), 1,242 (plasma plus blood), and 2,343 
(blood only). Each plasma pool represented 
about 28 to 30 donors. After being tested 
for bacteriological contamination the plasma 
was stored in the fluid state for about six 
months in a room where the temperature 
ranged from 76 to 96 F (24.4 to 35.5 C) and 
averaged 89 F (31.6 C). The findings clearly 
showed that there is very little chance of se- 
rum hepatitis in a patient receiving pooled 
plasma stored for six months under these 
conditions, for there was not a single case 
of hepatitis among 305 patients who survived 
180 days or longer after transfusions of plas- 
ma representing 12,345 donors. The inci- 
dence of hepatitis among patients who had 
received both plasma and whole blood was 
attributable solely to the whole blood. Plasma 
stored at lower temperatures than those rec- 
ommended can transmit hepatitis despite a 
seven-month period of storage. Daily tem- 
perature records of the storage-space are 
therefore an essential feature of the pro- 
cedure here advocated. 
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stored in the fluid state for periods of about six 
months in a room where the temperature ranged 
from 76 to 96 F (24.4 to 35.5 C) and averaged 89 F 
(31.6 C). (Demands created considerable varia- 
tions in time and temperature, which will be re- 
ported later. ) 

Classification of Patients——Recipients of trans- 
fusions were placed in three categories: (1) those 
who received plasma with no whole blood, (2) 
those who received both plasma and blood, and 
(3) those who received blood only. 

Follow-up studies were attempted on all patients 
in groups | and 2 and on a 21% systematic random 
sample of group 3. The completeness of follow-up 
information for each group is indicated in table 1. 
In the majority of instances, the outcome was found 
in the records of either the blood bank or the hos- 
pital. An intensive effort was made to obtain follow- 
up data on patients whose final outcome was not 
previously known. The period of follow-up study 
comprised the six-month, post-transfusion period, 
the generally accepted spread of the incubation 
period for serum hepatitis. 


TaBLe 1.—Completeness of Follow-up Records in Three 
Groups of Patients Who Received Transfusions 


Group 8, 
Group 2, Blood Only 
Group 1, Plasma (21% Random 
Plasma Only Plus Blood Sample) 
(Sept., 1942- (July, 146- (July, 1946- 
Follow-up and Jan., 1957) Jan., 1957) Jan., 1957) 
After Transfusion No. % No. % No. % 
Died in less than 30 days.. 101 22.9 410 32.4 206 8.6 
Died in 30-180 days........ 27 6.1 179 14.2 243 10.2 
Survived 180 days 
305 69.0 653 51.7 1,894 79.3 
Not accounted for......... 9 2.0 21 ae 45 1.9 
442 100.0 1,268 100.0 2,388 100.0 
Total accounted for.... 433 98.0 1,242 98.3 2,343 98.1 


Due to the seriousness of the primary illnesses of 
patients who received transfusions, there was con- 
siderable mortality during the period of observa- 
tion. Sixty-nine per cent of those who received 
plasma alone survived 180 days or longer; 52% of 
those who received both plasma and whole blood 
survived this period; and 79% of those given blood 
only lived 180 days or longer. In groups | and 2, 
the majority of deaths occurred before the seventh 
post-transfusion day, but in group 3 the majority of 
deaths did not occur until about the sixth week. 
The final analysis has therefore been confined to 
patients who developed homologous serum jaundice 
and to the survivors whose follow-up history cov- 
ered at least 180 days after any episode of trans- 
fusion. 

Group 1: In group 1 were 305 patients who re- 
ceived transfusions of plasma but no whole blood, 
who survived, and who were followed up for a full 
six months. An additional 128 patients died under 
known conditions but without jaundice before the 
180th day; 9 patients could not be traced for the 
full 180-day period, but these, too, did not develop 
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homologous serum jaundice. The initial number of 
patients comprising this group was 442. Thus, for 
this entire group, follow-up studies were successful 
in 98.0% of all patients who received transfusions. 

Group 2: Group 2 included 653 patients who re- 
ceived transfusions of blood, together with plasma, 
and who survived for at least six months, except for 
three who died of homologous serum jaundice prior 
to this date. An additional 589 patients in this group 
died without jaundice or hepatitis prior to the 180th 
day; 21 patients could not be traced completely. 
The initial number of patients given transfusions in 
this group was 1,263, of which successful follow-up 
records were obtained for 98.3%. 

Group 3: A total of 1,894 patients who received 
blood without plasma survived six months or longer; 
they were followed up for the full 180 days or until 
the occurrence of an episode of homologous serum 
jaundice. An additional 449 patients died prior to 
this time of known conditions without jaundice; and 
45 patients could not be completely traced. The 
initial total of the patients in this group was 2,388, 
which comprised a 21% systematic random sample 
of 11,382 patients. Follow-up data were successfully 
obtained in 98.1% of all patients in this sample. 

Diagnosis.—The diagnosis of serum hepatitis was 
clinical. A patient who developed clinical jaundice 
within 30 to 180 days after transfusion was consid- 
ered to have serum hepatitis unless there was un- 
equivocal evidence either clinically or pathologi- 
cally that the jaundice was of different etiology. 
This criterion was applied consistently to all groups 
in the study, so that any anicteric cases of hepatitis 
which may have occurred were excluded from all 
three categories. As most patients were exposed to 
blood or plasma from more than one donor during 
the course of their hospital stay on any single ad- 
mission, it was necessary to take into account the 
number of donors to which each patient was ex- 
posed and the duration of follow-up after each 
transfusion in arriving at our final conclusions. A 
few patients had more than one admission during 
which they received transfusions. However, each 
patient was counted only once, and if he developed 
homologous serum jaundice in the course of any 
admission he was always classified as having de- 
veloped the disease. 


Findings 


The results of this follow-up study are summar- 
ized in table 2. Note that the number of donors to 
which the recipients were exposed varied greatly 
according to the type of transfusion received. Thus, 
on the average, the recipients of whole blood alone 
were exposed to the risk of contracting serum hepa- 
titis from one or more of 3 donors, whereas those 
who received plasma only were exposed to the risk 
of contracting hepatitis from any one of 41 donors. 
These are average values, but they serve to illus- 
trate how the risk of contracting hepatitis is com- 
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pounded as the number of donors to which the 
recipient is exposed increases. Direct comparisons 
of the crude attack rates, therefore, are not sound 
because they fail to take into account donor ex- 
posure. Accordingly, calculations have been made 
of the number of cases which might have been ex- 
pected to occur in each of the groups receiving 
plasma. These expectancies are based on average 
probabilities which are derived from the experience 
of those patients who received whole blood and no 
plasma. These “expected cases” represent the num- 
ber which would reasonably be anticipated had 
each donation of plasma te a pool retained the same 
chance of infectivity as blood from the same donor 
population. The expectancy rates are shown in table 
2, and, since their derivation is of some importance, 
the procedure used is given in detail under Calcu- 
lation of Expected Cases. 

The findings are definite and clear cut. Among 
the 305 surviving recipients of plasma alone, there 
might have been expected 48 cases of hepatitis if 
the plasma had not been processed as described. 
Not a single case occurred in this group, an out- 
come which can be conservatively attributed to 
chance less than once in 1,000 times. Similarly. 
among the 653 recipients of both blood and plasma, 
21 cases of hepatitis were observed. The expectancy 
for this group was 123 cases, 24 of which could be 
ascribed to the amount of blood which was trans- 
fused. Thus, the 21 cases encountered in this group 
did not exceed the number expected from blood 
alone. In other words, over a 15-year period, our 
plasma subjected to storage in the fluid state for six 
months at temperatures ranging from 76 to 96 F has 
not been incriminated as the source of a single case 
of serum hepatitis. In fact, regardless of the greater 
donor exposure of the patients receiving plasma, it 
has produced no more hepatitis when given with 
blood than would be expected from blood alone. 


Calculation of Expected Cases 


Because the recipients of plasma were exposed to 
blood from many more donors than those who re- 
ceived blood alone, the risk of acquiring serum 
hepatitis among them is greater than is immediately 
apparent. Any calculation of the number of cases 
which might be expected to occur must take into 
account not only the number of recipients but also 
the number of donors to which each of the recip- 
ients was exposed. The expected number of cases 
shown in table 2 were calculated on the basis of 
average probabilities derived from the experience 
of those who received transfusions of blood alone. 

In order that these expectancies might be calcu- 
lated, four assumptions have been made: 1. The 
plasma which was made from unselected, outdated 
blood was representative with respect to infectivity 
for serum hepatitis of all blood drawn in this blood 
bank. 2. The experience of the 21% sample of fully 
investigated recipients of whole blood was repre- 
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sentative of the experience of the 11,382 patients 
who received transfusions of blood but no plasma. 
3. Infectious blood from one donor is sufficient to 
contaminate an entire pool of plasma. 4. Twenty- 
two per cent of recipients of infectious blood de- 
velop serum hepatitis with recognizable jaundice 
(a probability of 0.22). Assumptions 1, 2, and 3 
require no comment. Assumption 4 is based on the 
study of Sborov and associates,” who investigated 
the incidence of serum hepatitis among soldiers 
who received infected plasma in Korea. 

The first step in the calculation of expected cases 
is to determine the probability of blood from a sin- 
gle donor being infectious. This may be derived 
from the experience of those who received trans- 
fusions of whole blood. The basic data and calcula- 
tions are as follows: total number of recipients of 
whole blood, 1,894; average number of donors per 
recipient, 3; number of certain cases of serum 
hepatitis, 36; and estimated number of recipients of 
infectious blood (see assumption 4), 164 (36 « 100 

22). The probabilitv of the patient's receiving 


Taste 2.—Patients, Donors, and Risk of Serum Hepatitis 
with Transfusion of Plasma and/or Whole Blood 


Donors Serum Hepatitis 
Pa \ Observed 
tients, Total Pa Expect 
(Group No No tient No ed No.* 
only 12,34 $0.5 00 {8 
Plasma plus 
whole blood . 65 40.841 > 128 
Plasma $7,135 118 
Blood only 1.804 0 uit 19+ 
i4 3 
"Number of cases which would be expected to oceur if plasma had 


sume infectivity as blood from which it was processed 
+ Certair 
Possible 


infectious blood is therefore 164 — 1,894, or 0.087 
(87 chances in 1,000), and the probability of his 
not receiving infectious blood (1 0.087 ) is 0.913. 

But, on the average, these patients received blood 
from three donors. This means that 0.913 is the 
probability of not receiving infectious blood from 
any of the three donors. The probability of not re- 
ceiving infectious blood from a single donor is the 
cube root of this value, or 0.97. It follows that the 
probability of receiving infectious blood from one 
donor is (1 0.97) or 0.03 (three chances in 
100, or 3% ). This is the probability of blood from a 
single donor being infectious. 

Having determined this probability, it is now 
possible to calculate the probability of a patient's 
receiving infectious blood or plasma if transfusion 
is done with material from any specified number of 
donors. This is most readily calculated by finding 
the probability that all donors are noninfectious 
and subtracting this value from unity. The pertinent 
calculations in the present study are given in table 3. 
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The probabilities in table 3 will permit us to 
calculate the number of cases of hepatitis which 
would have occurred among those who received 
plasma if the plasma had not been processed to 
render it noninfectious. 

Group 1.—A total of 305 patients received plasma 
only from 41 donors, on the average, so that the 
probability that at least one of these was infectious 
is (1 — q*') = 0.712 (71.2%). The probability of 
a recipient being susceptible is 0.22 (see assump- 
tion 4). Therefore, the expected number of cases is 
48 (305 « 0.712 x 0.22). 

Group 2.—First, in regard to the cases expected 
from both blood and plasma, a total of 653 patients 
each received blood from 63 donors, on the aver- 
age. Therefore, the probability that blood from 
at least one of these donors was infectious is 
(1 — q™) or 0.853 (85.3%). The probability of a 
recipient being susceptible is, as before, 0.22 (see 
assumption 4). Therefore, the number of expected 
cases is 123 (653 « 0.853 « 0.22). 

Second, whole blood alone given to this group 
came, on the average, from six donors, so the prob- 
ability that blood from at least one of the six was 


TaBie 3.—Probabilities for Infectivity of Transfused 
Blood or Plasma 


Probabilities 
One or More Donors 
Infectious 


All Donors 
No. of Donors per Noninfeetious 


Recipient 


(q) 0.970 (1-q) 0.030 (3.0%) 
0.913 (1-q*) 0.087 (8.7%) 
(q®) 0.833 (1-q*) 0.167 (16.7%) 
(q*?) 0.288 (1-q*?) =0.712 (71.2%) 
(q57) 0.176 (1-q57)) 0.824 (82.4%) 


infectious is (1 — q*) or 0.167 (16.7%) and the 
expected number of cases is 24 (653 « 0.167 0.22). 

Third, the plasma given to this group came, on 
the average, from 57 donors, so the probability that 
blood from at least one of these was infectious is 
(1 — q°’) or 0.824 (82.4%) and the expected num- 
ber of cases is 118 (653 « 0.824 x 0.22). 

There were 21 observed cases among this group 
of 653 recipients. These can all be accounted for on 
the basis of infection from the blood transfusions, 
and it is not necessary to assume that any were 
acquired from transfusions with plasma. The total 
expected number of cases in this group was 123, 
which is less than the sum of the 24 from blood and 
the 118 from plasma. This apparent discrepancy 
comes from the fact that in these calculations it was 
possible for persons to be infected from either or 
both blood and plasma. 


Comment 


The fortuitous circumstances which led us to 
propose the value of this method for the processing 
of pooled plasma as a means for minimizing or 
eliminating the risk of transmitting homologous 
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serum jaundice were described in 1950.'* In order to 
prove this thesis, it has been necessary to enlarge 
our clinical experience in order to rule out by sta- 
tistical tests the possibility that the same results 
could be obtained by chance alone. There are a 
number of methods which can be applied to achieve 
this purpose. We have, in fact, attempted a variety 
of procedures for computing expectancy rates from 
our plasma, only one of which is reported here (see 
Calculation of Expected Cases). Another is an ex- 
tremely conservative, highly complex method and 
will be reported as a statistical model from which 
the most rigorous testing of the safety of our plasma 
can be made." However, all of these methods led to 
the same general conclusion, namely, that donations 
used as blood carry a greater risk of producing 
homologous serum jaundice than those processed 
and administered as pooled plasma. 

However strong this conclusion may appear to 
be, it cannot be interpreted to apply to circum- 
stances other than the two specific ones which 
apply to our experience: First, the product has 
been maintained in a fluid state with a holding 
period of six months, although in our experience it 
has been often somewhat shorter and occasionally 
longer according to fluctuations in clinical demands. 
Second, an effort is made to maintain a temperature 
range which is consistently higher than ordinary 
room temperature throughout the six months; a 
conscious effort has been made by us since 1950 to 
sustain the temperature at 89 F. During the past 
year, constant temperature storage facilities have 
been acquired to effect better control. An example 
of the importance of temperature contro] and the 
striking of the correct balance between storage time 
and storage temperature is our experience with a 
pool of plasma purchased from another blood bank. 
In that blood bank it is standard procedure to store 
the fluid plasma for 12 months at ordinary room 
temperature before use. Because our plasma supply 
was exhausted, we obtained and used a pool of 
plasma from this outside source after it had been 
stored for only seven months. Forty-two patients 
were given transfusions with the plasma of this 
pool, and seven developed hepatitis with jaundice. 
Temperature measurements in the storage room of 
the other blood bany averaged 72 F (22.4 C), 
about 10 C lower than we have employed. There- 
fore, it is our belief that storage at ordinary room 
temperatures necessitates a longer holding period 
to render the plasma noninfective, a view which is 
consistent with knowledge about decay in virus 
activity in relation to temperature.* 

Another episode has also come to our attention 
.since these studies were completed. Recently, two 
cases of viral hepatitis occurred after transfusions 
with plasma prepared in our blood bank. In both 
instances the plasma had been prepared under a 
modification of the usual temperature and holding 
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period. Each patient was exposed to a different 
pool, and no cases occurred among the other re- 
cipients of these pools. These cases may be ascribed 
to errors in judgment in efforts further to improve 
the processing of plasma or to the coincidental oc- 
currence of infectious hepatitis. The latter is an 
ever-present potential that will eventually occur 
and tend to confuse the interpretation of cases 
when the same procedure has been successfully 
used for many years. 

It is important that this report not convey the 
impression that the current procedure and findings 
are new, as interim previous reports have appeared 
from this laboratory since 1950.° Similar findings 
have also been reported by Hoxworth and Haesler.’ 
However, the details required for us to complete a 
full and accurate analysis of clinical material from 
which reliable statistical computations could be 
made have only been possible during the past three 
vears. This study has proved worthwhile, for it is 
now possible to demonstrate that the risk of trans- 
mitting serum hepatitis from pooled plasma can be 
overcome by this simple processing procedure 
under the circumstances detailed. The proteins of 
plasma so treated are not disturbed sufficiently to 
affect their usefulness in the treatment of hypo- 
volemic shock or hypoproteinemia,” and there has 
been no clinical evidence that this product is anti 
genic. If desired, the product may be subjected to 
lvophilization satisfactorily after processing is com- 
plete 

The obvious importance of the control and de- 
tection of bacterial contamination does not present 
insurmountable problems, but such controls are 
imperative. As Hoxworth and Haesler * have shown, 
bacterial-restraining filtration may prove useful in 
reducing the loss of plasma from contamination. 


Summary and Conclusions 


Follow-up studies were done in three categories 
of patients who received transfusions at the Univer- 
sity of Chicago: those receiving pooled plasma 
without whole blood, those receiving plasma plus 
blood, and those given blood without plasma. Com- 
plete follow-up studies were possible for 98% or 
more of the patients comprising each group. 

The findings disclosed the following attack rates 
for serum hepatitis, with jaundice, compared with 
the number we should have encountered had our 
pooled plasma been infectious (icterogenic ): In the 
group receiving pooled plasma without blood no 
cases occurred, whereas 48 would have been ex- 
pected. The established attack rate for those receiv- 
ing plasma plus blood was 3.2%, 123 cases would 
be expected in this series, with 24 from blood re- 
ceived; 21 cases were found, or approximately the 
number expected. The attack rate among the group 
receiving blood without plasma was 2.3%; in this 
group, the average patient was exposed to 3.0 units 
of blood, whereas the blood exposure for those in 
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the group receiving plasma plus blood was 5.7 
units, irrespective of the plasma that was also 
given. The slightly higher attack rate for the plasma 
plus blood group compared with those receiving 
blood alone was therefore to be expected. The 
pooled liquid plasma was not to be incriminated in 
any patient as the cause of serum hepatitis 

The probability that the results obtained in this 
clinical study could have occurred by chance 
alone, computed statistically, proved to be less than 
1 in 1,000. The statistical method reported in this 
study is but one of several which were applied 
regardless of the method used, the conclusions 
remained unchanged. 

There is very little chance that pooled liquid 
plasma will produce serum hepatitis after being 
stored approximately six months at an average tem- 
perature of 89 F (31.6 C). Provided adequate bac- 
teriological safeguards are used to insure sterility 
this procedure will enable the preparation of pooled 
plasma which is essentially free from the risk of 
transmitting serum hepatitis 

When these same conditions prevail in plasma 
preparation, except that the temperature is 9.2 C 
lower (22.4 C, or 72 F 


transmitted despite a seven-month period of stor- 


serum hepatitis can be 


age. Daily temperature records are therefore essen- 
tial to the safety and success of the procedure we 
have used. 


950 E. 59th St. (37 Dr. Allen 


This study was supported by a grant from the Surgeon 
General's Office, U.S. Army 
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We have come to this scientific assembly pri- 
marily, it is true, to learn what we, as physicians, 
can do to improve the care we give our patients. 
Little thought and less effort have we given to the 
maintenance of the health of the individual who is 
to render these services to the sick. It is of the phy- 
sician himself I speak. We, as individuals, should 
be interested to some extent in promoting our own 
health, and we do care, more than our health rec- 
ord would indicate. There are some among us, as 
well as among our critics, who would condemn 
such effort to better our own health record as a 
selfish endeavor. Yet, if by giving thought, we 
could add only one year to the working life of the 
American physician we would conserve more than 
200,000 work-yvears. From the standpoint of good 
medical care, these years would be the most valu- 
able years of a doctor's career—the product of the 
perfection of medical skills and judgment based on 
a lifetime of experience. The economic and medical 
implications of this added year would be equiva- 
lent to adding approximately 7,000 highly trained 
and experienced doctors to our medical task force. 


“A Yearly P. E. for Every M.D.” 


In 1955, at the Atlantic City convention, I initi- 
ated a project to promote a yearly physical exami- 
nation for every physician. With the help of mem- 
bers of the Academy of General Practice and with 
the cooperation and assistance of Fellows of the 
American College of Cardiology we were able to 
run electrocardiograms and provide heart consul- 
tations on more than 1,000 physicians that first year. 
Through the help also of the National Tuberculosis 
Association, chest photofluorograms were made on 
approximately the same number of doctors. These 
films were shown to the physician-patients by Dr. 
Julius Wilson of the American Trudeau Society. 
Dr. Wilson discussed their findings with all who 
wished to consult with him. 

The number of physicians seeking even this small 
start on a physical examination confirmed my be- 
lief that physicians, especially those from the 
smaller communities where they live, so to speak, 
in glass houses, welcomed an opportunity to be 
examined by and consult with a physician who was 
a stranger. During the past three annual sessions of 
the American Medical Association, we have made 
approximately 3,000 electrocardiograph tracings 
and chest photofluorograms on physicians. This has 
been primarily a service project. An analysis of the 
findings is shown in the table and in figure 1. Our 
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HIMSELF 


The fact that the medical profession as a 
group has a higher mortality from heart dis- 
ease than its counterpart in the general popu- 
lation should give cause for serious reflection. 
Nervous strain may well be a factor in the 
higher heart disease mortality. Another possi- 
ble explanation for the poor record of physi- 
cians as far as heart disease is concerned is 
the lack of daily physical exercise. The prob- 
lem must be worked out by each individual 
physician. First, establish a way of life that 
includes reasonable respect for your own 
health. Make regular daily exercise a part 
of your routine. If nervous tension cannot be 
avoided, compensate with adequate vaca- 
tions. Finally, have a physical check-up each 
year. 


facilities have been limited and the surroundings 
crude and bare, certainly, as compared to the plush 
and ultramodern private offices we provide for our 
patients. But in spite of these handicaps, few and 
only minor errors occurred. Credit must be given 
to the dedicated cardiologists who devoted their 
time and skill to interpreting the electrocardio- 
grams and to consultation with the physician- 
patients. 

Of the first 3,228 electrocardiograms, we found 
nearly 18% to be either definitely abnormal or bor- 
derline. Chest photofluorograms were taken of 
somewhat fewer (2,749) physicians. These showed 
about 15.5% suspected or definite abnormalities, 
including, in addition to tuberculosis, chest neo- 
plasms and cardiovascular abnormalities. Unfortu- 
nately, we were unable to correlate the heart 
examinations with the chest films. Many who had 
electrocardiograms did not have chest films, and 
we found that some who showed evidence of heart 
disease on the chest film had not had electrocardio- 
grams. 

Previous Studies on Physicians’ Health 

Master, Chesky, and Pordy,’ in 1951, reported a 
study on 200 physicians. It is interesting to note 
that they found approximately 15% abnormal elec- 
trocardiograms. While we have no comparable 
studies on the general population with which to 
compare our findings, we do have the work of 
Dublin and Spiegelman * who, in 1947, published 
figures on longevity and mortality of physicians. 
These showed a higher annual death rate for phy- 
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sicians than for their counterpart in the general 
population. This was strikingly evident for the 
leading cause of death, viz., diseases of the heart 
and coronary arteries. The recorded death rate for 


Results of Chest X-rays in Physicians at 
A.M. A. Annual Meetings 


Results No No 
Unsatistactory l 0.1 
Suspected tuberculosis G4 


Minimal activity 
Moderate activity 
Far advanced 
Cardiovascular disease i4 4 


Other pathology (il 


physicians from these diseases was 1.8, or nearly 
double, that of white males of the same age groups 
in the general population. 

In 1956, Dickinson and Martin * reported a more 
favorable death rate from all causes tor physicians 
as compared to their corresponding age groups in 
the general population, but, again, for the leading 
cause of death, heart disease, physicians still led by 
an uncomfortable margin. In 1948, Dublin and 
Spiegelman,’ in a report on mortality of specialists, 
further pointed out that the over-all mortality of 
specialists was approximately 30% less than for 
general practitioners. Conceivably the great in- 
crease in specialization or limited practice could 
account in some degree for the more favorable 
death rate reported by Dickinson and Martin a 
decade later. 

The Problem 

The problem is, why should physicians as a 
group have a higher mortality from heart disease 
than the general population, and why should the 
family physician have a higher mortality than the 
specialist? The factors involved in both questions 
are probably much the same but vary in degree. 
There are a number of factors operating to a greater 
or less degree in various areas. 

City Versus Country Doctors.—Dublin points out 
that the specialists are concentrated in the urban 
centers where they have the advantage of large 
hospital facilities and also that the larger income 
which they enjoy permits them to take better care 
of themselves by taking frequent and longer vaca- 
tions. Another explanation may be that the man in 
the large city has an opportunity to consult with a 
doctor who is relatively a stranger. (The man one 
calls a friend in a metropolitan area would be 
classed as a mere passing acquaintance in the social 
life of the small community.) The physician in the 
smaller community hesitates to consult a local col- 
league because, as mentioned before, he lives in a 
glass house. He must conceal his illness and camou- 
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flage his fatigue. Further, the family physician in 
the smaller community has an abiding loyalty and 
sense of obligation to his patients. The vacation he 
plans is so often put off year after year because of 
a maternity case or any one of a myriad of circum- 
stances. The years fly by and suddenly heart dis- 
ease, today’s “captain of the men of death,” bars 
the way. The vacation is never taken. 

Specialist and Family Physician Compared.—The 
specialist has another advantage in working by 
appointment and seeing a restricted range of diag- 
nostic problems. This surely makes for less nervous 
strain. The number of patients that the familys 
physician must see and the variety of diagnostic 
problems results in a nervous strain that is peculia 
to this tvpe of practice. For one-half day each 
week, I practice as specialist. For years, | have 
reserved one morning each week for maternity 
patients whom I see by appointment. If you don't 
do so now, | suggest that vou trv it. The marked 
reduction in nervous strain in seeing only one type 
of patient and the more or less leisurely schedule 
that allows one to sit down and talk with the pa- 
tients unhurriedly and to examine them as vou feel 
that vou should is almost as relaxing as a day off. 


Factors Related to Heart Disease 


Nervous Strain.—Nervous strain may well be a 
factor in the higher heart disease mortality of phy- 
sicians as compared to their counterpart in the gen- 
eral population, and for the family physician as 
compared with the specialist. It is interesting to 
note here that Dublin and Spiegleman found that 
internists and pediatricians were the only groups 
who had better mortality figures for heart disease 
than that for all physicians and that surgeons had 
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Fig. 1.—Results of electrocardiogram tracings (left) in 
1,017 physicians in 1956 and (right) in 992 in 1957. 


as poor a record as the average for all physicians. 
Nervous tension (fig. 2) is doubtless an occupa- 
tional hazard of our profession. I cannot imagine 
caring for the desperately ill without worrying. If 
I were ill, | would certainly want the physician 
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who treated me to be a bit worried. But the lack 
of adequate vacations is inexcusable (fig. 3). It is 
the result of poor planning or perhaps a very 
human failing of feeling indispensable. Adequate 
vacations would compensate to some degree for 
the nervous strain under which we must work. 


Fig. 3.—Vacation is postponed. 


Daily Exercise.—Another possible explanation for 
the poor record of physicians as far as heart dis- 
ease is concerned is the lack of daily physical 
exercise. None of us is so naive as to think that the 
family physician has opportunity for any regular 
physical recreation. Some participate, it is true, in 
some type of sports or other physical recreation, 
but if we are honest about it, we must admit that 


Fig. 2.—Nervous tension, an occupational hazard. 


it is sporadic and probably of doubtful benefit or 
perhaps even harmful. Yet, the physician, if he 
wishes to improve his mortality record, must secure 
regular daily exercise (fig. 4). How can this be 
done? It is not impossible if we avail ourselves of 
such opportunity as comes to hand. For example, 
if you walk up only six flights of stairs each day 
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when you make your hospital rounds, instead of 
riding the elevator, you will expend approximately 
9,000 foot-pounds of energy, over and above that 
involved in ordinary walking. This is not as much 
fun as a game of golf, or tennis, or handball, but 
these are exercises one cannot do every day. You 
can hike up those stairs at least once a day, seven 
days a week, securing that badly needed daily bout 
of exercise, and you will be in better shape for that 
game of golf when and if you get a chance to play 
it. Exercise and physical recreation are serious defi- 
cits in the daily lives of most physicians. 

Faulty Diet and the Blood Lipids.—In recent 
years, considerable attention has been focused on 
faulty diet as one of the causes of increased death 
rates due to heart disease. To what extent diet is a 
factor in the higher mortality rate due to heart 
disease among physicians as compared with the 
general population is only speculative. The irregu- 
larity of our meals with the resultant lack of va- 
riety in available food may be significant. But we 
do know that the incidence of coronary thrombosis 


Fig. 4.—Regular daily exercise—serious deficit in lives of 
most physicians. 


is much greater in individuals with elevated serum 
cholesterol levels. It is certainly prudent then for 
every physician to periodically check his blood 
cholesterol or blood lipid level and, if elevated, take 
steps to reduce it (fig. 5). 

Much is said about the high fat content of our 
diets, but little has been said about the evil caused 
by concentrated carbohydrate in our foods or 
about their possible relationship to hypercholester- 
emia or hyperlipidemia.® The prevalence of ather- 
osclerosis in diabetics, with their deranged carbo- 
hydrate metabolism, is well known. It is common 
knowledge that as long as sugar is available it will 
be burned in the body and the fat and protein will 
be stored. When sugar is not available, protein and 
fat are oxidized to furnish the body’s energy re- 
quirement. For some time I have suspected that 
the concentrated carbohydrates of our present day 
diet might be one of the factors in atherosclerosis. 
For that reason, when I have a patient in whom 
either the cholesterol or serum lipoprotein level 
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remains elevated, in spite of the conventional low 


fat or low calorie diet, | place him on an extremely 
low carbohydrate diet (approximately 20 to 30 Gm. 


of carbohydrate daily). This figure can be attained 
not unpleasantly by placing the patient on a diet 


Fig. 5.—Faulty diet and high blood lipid levels 


of lean meats and vegetable salads, using a vege- 
table oil, such as corn oil, to make the salad dress- 
ing. In each and every case, there has been a sharp 
tall in the blood cholesterol level. 

Figure 6 illustrates one such case. There was 
poor control of cholesterol level in this case, in 
spite of a low fat diet. The high point of 477 mg.% 
was taken at a time when the patient was under an 
emotional strain. There also had been a marked 
increase in the carbohydrate intake in the several 
weeks before the high cholesterol reading was ob- 
tained. The patient was placed on a high protein 
and extremely low carbohydrate diet; the result is 
clearly shown. There was no significant change in 
the fat intake. If any of vou have trouble keeping 
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Fig. 6.—Diet and blood lipid levels 


blood lipid levels down on the conventional low fat 
diet, try this simple one. I think you will be sur- 
prised. Whatever the diet, the point that should be 
stressed is that physicians, too, should check the 
effect of diet on their own blood cholesterol level. 
It may be higher than you think. 
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Summary and Conclusions 


The problem of heart disease is an individual 
one, and the solution must be worked out by each 
individual physician. First, establish a way of life 
that includes reasonable respect for your own 
health. Make regular daily exercise a part of your 
routine. If nervous tension cannot be avoided, com- 
pensate with adequate vacations. Check your diet 
against its effect on vour weight and on your blood 
lipids. Finally, have a physical check-up each vear 
The amount of unsuspected pathology uncovered 
during the limited examinations we have done 
these past three years should convince anyone that 
physicians, too, should have physical check-ups 
Your own self-examination should be supplemented 
by periodic objective examinations including elec- 
trocardiograms, x-rays of the chest and gastrointes- 
tinal system, proctoscopic examination, and such 
other examination as may be indicated ( fig. 7). 


Fig. 7.—Yearly physical examination, including procto- 
logic examination 


In conclusion, the fact that the medical profes- 
sion as a group should have a poorer mortality 
from heart disease than their counterpart in the 
general population should give cause for serious 
reflection, for, in fact, each one of us has a physi- 
cian in attendance 24 hours a day. If medical know]- 
edge is worth anything at all, and if properly ap- 
plied to ourselves, the health record of the medical 
profession should be far superior to that of the 
general population. 

The life of the dedicated physician is a life of 
service to others. The physician today, as for untold 
generations, is a victim of circumstances and pres- 
sures of his calling. Some, by reason of good for- 
tune, will have good physiques, and boundless 
good health will be theirs in spite of all manner of 
neglect. Others, because of misfortune, will die 
prematurely in spite of the best of care. But the 
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majority of us will live longer and render more and 
better service to our fellow men if we will periodi- 
cally turn our attention and skills to maintaining 
the physical and mental health of the physician 
himself. 


1934 E. Fourth Ave. 
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RESEARCH ON HUMAN 


Aviation medicine had its beginning in World 
War I, when the airplane evolved into a fighting 
machine. The U.S. Army’s physical examination 
was modified by trial and error into a flying phys- 
ical examination for selecting candidates for flying 
training. Continued development in aircraft speed, 
altitude, and range, along with expansion of the 
Air Corps, justified special training of doctors in 
the selection and preventive maintenance of flying 
personnel: These were our first flight surgeons. 

In the decade after World War I, the School of 
Aviation Medicine was established at Randolph 
Field, Texas, to train flight surgeons and to carry 
on research on the care of the flyer. 

Emphasis was on sensory and neuromuscular 
adaptation to three-dimensional orientation required 
for flight. In the decade preceding World War II, 
aircraft could reach altitudes that threatened loss 
of consciousness from lack of oxygen and could 
attain velocities that offered a threat of blackout 
by accelerations in turning maneuvers that arrested 
cerebral circulation. Flight became difficult in open 
cockpits because of increased wind-stream pres- 
sures at higher speeds and lower temperatures at 
high altitudes. 

These factors called for research and develop- 
ment to determine human requirements in the 
aerial environment and to provide protection from 
its adverse factors. For this mission, the Aero Med- 
ical Laboratory was established at Wright-Patterson 
Air Force Base, Ohio, in the Aeronautical Research 
Division of the U.S. Army Air Corps. Doctors, 
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OF AERIAL WARFARE 


New problems of adaptation and protec- 
tion for men in stressful environments have 
resulted from the increasing range and veloc- 
ity of aircraft. Extremes of pressure, tempera- 
ture, acceleration, radiation intensity, monoto- 
ny, isolation, and suddenness of change are 
encountered in aviation and must be repro- 
duced in the laboratory. An arduous program 
of research must be accomplished before 
manned satellites can be sent into orbit, but 
it is a magnificent challenge and offers the 
likelihood of countless unforeseeable but 
valuable results. 


physiologists, and psychologists flew to observe and 
record the factors of the aerial environment in 
flight. These factors were then reproduced in 
ground-level simulators for controlled experiments. 

The altitude chamber was designed to reproduce 
the decreased density of air at any given altitude 
above the earth. With it, animal and human reac- 
tions to decreased oxygen tension were studied 
extensively. Such studies made possible the develop- 
ment of the oxygen mask to supplement air breath- 
ing from 10,000 ft. up and to provide total oxygen 
requirements above 30,000 ft. This extended human 
performance to match aircraft altitudes. Blackout, 
manifested during pull-outs from dives or tight 
turning maneuvers at high speeds, was reproduced 
on the ground by the human centrifuge. This was 
a carousel-sized version of the laboratory centrifuge 
commonly used to separate corpuscles from plasma 
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by radial acceleration. A volunteer subject exposed 
on this device to forces identical with those en- 
countered in airplane maneuvers experienced the 
same loss of peripheral and central vision, terminat- 
ing in loss of consciousness when the force ex- 
ceeded four and one-half times gravity for more 
than three seconds. This force was accurately 
measured in terms of the earth's gravitational field 
as a unit. The acceleration of gravity pulling the 
body downward against the resistance of the spring 
in a bathroom scale will register a force equal to 
the body weight in pounds. On the centrifuge, a 
160-Ib. (72.6-kg.) man will be pressed into his seat 
with a force equivalent to four and one-half times 
his body weight, or 720 Ib., at blackout. By offset- 
ting arterial hydraulic pressure pumping blood to 
the brain, this force deprives the retinas and cere- 
brum of oxygen, with consequent loss of conscious- 
ness. 


Military Aviation Medicine 


Early in World War II, aviation medicine ex- 
panded with the growth of military aviation. Lab- 
oratories under direction of the U.S. Navy at 
Bethesda, Md., and Pensacola, Fla.. and of the 
Mayo Clinic at Rochester, Minn., made great con- 
tributions. The problems of human maintenance in 
aerial combat in every climate from arctic to 
tropics, of parachuting, land survival, and sea sur- 
vival, were pursued by these laboratories. Simul- 
taneously, they accomplished a gigantic training 
program to supply flight surgeons, flight nurses, 
technicians, and aviation physiologists to meet com- 
bat and indoctrination requirements. They con- 
tributed to one of the major achievements of avia- 
tion medicine in World War Il—development of 
air evacuation of the sick and wounded. 

Unpressurized, open-window bombers led to the 
development of electrically heated suits, predeces- 
sors of the familiar electrically heated blanket. 
Prolonged high-altitude missions introduced the 
problem of high-altitude bends, accelerating the 
development of the pressure suit. The pressurized 
cabin bomber removed the hazard of bends but 
replaced it with the no less formidable one of ex- 
plosive decompression. Antigravity suits to protect 
fighter pilots against blackout by counter pressure 
to blood reservoirs in the legs and lower abdomen 
were invented and tested with the centrifuge. 

Searcely had the problems of piston engine air- 
craft been mastered when the advent of jet engine 
aircraft introduced an entirely new spectrum of 
difficulties. Foremost of these was the problem of 
escape, no longer possible by simply crawling out 
of the cockpit and parachuting down, as in the case 
of damaged piston engine aircraft that had to be 
abandoned in flight. Ejection seats, first invented 
by the German Air Force, were taken over at the 
end of World War II and perfected by the U.S. 
Air Force and Navy aero medical laboratories. Jet 
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fighters rapidly attained supersonic speeds, further 
complicating the pilot's problem of coping with 
demands on his attention and reaction to flight sit- 
uations. Escape had to be made fully automatic in 
the face of evidence that, once the protection of 
the canopy was removed, the dazed and _ buffeted 
escapee was helpless to discard the seat and actuate 
the parachute. The inexorable demands of inces- 
santly higher and faster jet and rocket-powered 
aircraft were successive turnings of the screw, eve 
tightening the demands on human quickness, co- 
ordination, endurance, emotional stability, and tol- 


erance to stress. 
Physiology of Stress 


Out of the background of medical physiology 
and psychology of the normal man at rest and at 
work, out of the physiological pathology of diseas« 
and injury, comes a new approach to meet the 
needs of jet and rocket age man—the physiology 
of stress. 

Combining the techniques of physiology, physio- 
logical chemistry, biophysics, and psychology, this 
new field of research proposes to find in quantita 
tive terms the limits of tolerance, adaptation, and 
ability to perform under stressful conditions up 
to the ultimate. 

In the laboratories of aviation medicine main- 
tained by the U.S. Air Force and Navy, there has 
arisen a unique tradition and even virtuosity of 
experimenting with human volunteers; they sub- 
mit to painful, fatiguing, and hazardous procedures 
of applied research in pursuit of answers on which 
the lives of combat personnel will depend. 

Where knowledge so obtained has vital civilian 
applications, as in the case of deceleration experi- 
ments on tolerance and survival of crash forces. 
applicable to civilian air transport and automobile 
safety design, such information has been made 
freely available to the respective industries and has 
been made the basis of design specifications for 
seats and belts. 

Volunteers for hazardous experiments enjoy eco- 
nomic and medical protection developed within the 
service to cover the exigencies of combat. Indeed 
the diplomatic cold war and its pressures on weap- 
ons developments becomes a hot war in the lab- 
oratories, where lives are risked in research on 
human factors of aerial welfare. 

Space Medicine 

Gradually, and with little premeditation, aviation 
medicine research has laid the groundwork for 
space medicine. Most of the problems of space 
medicine are but extensions of the same problems 
of aviation into space dimensions. Projecting from 
the brief exposures to acceleration endured in air- 
plane maneuvers, seconds of exposure turn to 
minutes of high acceleration during the stages of 
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space missile propulsion to attain fantastic velocities 
for going into orbit or for escaping from the earth’s 
gravitational pull. 

The centrifuge, which in the days of airplane 
research exposed volunteers to seconds of blackout 
acceleration, is now called on to spin them for 
minutes of rocket acceleration at even higher de- 
celerative forces, which can only be withstood by 
presenting the body in a semirecumbent position 
on a bed-like, flattened contour chair, at right 
angles to the line of force, from front to back. 

With finger controls, the subject, his arms im- 
movable from the pressure of 8 G, is able to main- 
tain a dot on a crosshair target for more than two 
minutes. Only at 12G, in this favorable position, 
does he black out as blood is pushed back from 
the retinas. 

Reentry into the earth’s atmosphere from orbit- 
ing flight might require many minutes of exposure 
to decelerations of aircraft blackout magnitude. On 
the centrifuge, human volunteers have withstood 
3 G for one hour in the transverse, semirecumbent 
position. If this were a constant vertical acceleration 
at 3 G for one hour, the final velocity would exceed 
200,000 mph, or eight times the speed required to 
escape the earth’s gravitational field. At 4 G, the cen- 
trifuge exposure could be tolerated for less than an 
hour because of uncomfortable effect in breathing. 

One problem defies ground level simulation. En- 
try into orbital flight relieves the body of all ac- 
celerative force. The rate of turn in the orbital 
ellipse exactly equals and is opposite to the ac- 
celeration of gravity, so that the capsule and its 
occupant are in a weightless state. 

On the ground, underwater flotation of the body 
allows limited imitation of weightlessness, useful 
in certain neuropsychiatric experiments. Only by 
taking a fast jet aircraft up to 30,000 ft. and putting 
it through a combination shallow outside loop and 
dive, where the combination of radial acceleration 
and rate of descent can be made equal and opposite 
to the earth's gravitational pull for 30 seconds or 
less, can a brief exposure to weightlessness be ob- 
tained. 

The acceleration of several G required to enter 
and exit from this maneuver make it impossible to 
discriminate effects of true weightlessness from the 
effects of changing gravitational climate. Indica- 
tions are obtained, however, of subjective and ob- 
jective alterations of reflex sensations and responses, 
of adaptations in orientation and equilibration with- 
out a gravity reference. 

Motion pictures have been made of the comical 
efforts of subjects to eat and drink in the weightless 
state. Fluids float in the air in globules that defy 
corralling; food floats between the tongue and the 
palate. What was at first considered a significant 
increase in nausea and vomiting, comparable to 
airsickness in ordinary flight, turned out to be 
vomiting and nausea: the subject felt food floating 
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up the esophagus from peristaltic contractions with 
a relaxed cardiac valve during weightlessness, which 
set up a vomiting reflex when the bolus reached the 
pharynx. A purse-string suture around the cardiac 
sphincter is hardly the answer for this problem. 

A more sinister problem is hinted at in an ob- 
served decrease in blackout tolerance after the 30 
seconds or less of weightlessness. A 4.5-G pull-out at 
the end of the zero gravity aircraft maneuver resulted 
in blackout of several times the duration experi- 
enced by the same subject after the same pull-out 
not preceded by exposure to zero gravity. What 
would abrupt exposure to violent decelerations dur- 
ing reentry maneuvers do to a space pilot with 
thresholds to acceleration diminished by several 
hours of adjustment to weightless orbital flight in a 
capsule, with circulation adjusted to decreased mus- 
cle tonus resulting from deprivation of propriocep- 
tive and antigravity reflexes? 

This question can only be answered by the first 
animal and human orbital experiments with success- 
ful reentry. The only antigravity machines encoun- 
tered at ground level are found in the comic sections 
of the newspapers. They have the advantage of 
many years dedicated to levity. 

Two other factors might have consequences vital 
to survival in the first manned space flight: depriva- 
tion of normal sensory stimuli to which the space 
pilot is. accustomed on earth and isolated confine- 
ment in this close-fitting capsule in the darkness and 
quietness of outer space. Numerous ground simula- 
tion experiments have been carried out and are in 
progress to evaluate human reactions to such con- 
ditions. Even the near vacuum of 200 miles above 
the earth has been reproduced in a chamber on the 
ground by evacuating it until it is less dense than 
the contents of a radio vacuum tube. This space 
altitude chamber aids in the development of pres- 
sure suits able to contain viable pressures in case 
a space pilot must abandon his capsule 200 miles 
above the earth. 

The most definitive human experiments to date 
on exposure to space equivalent conditions have 
been accomplished by the U. S. Air Force and the 
U.S. Navy with helium-filled, plastic, free balloons 
carrying manned capsules above the stratosphere. 
At 102,000 ft., the highest altitude thus attained to 
date, the capsule is above 99.0% of the earth's 
atmosphere and, essentially, total solar radiation is 
experienced in the practically nonconducting §re- 
mainder. Thus, temperatures above boiling on the 
sunny side of the capsule were measured at the 
same time temperatures 100 degrees below freezing 
prevailed on the shady side. Total ultraviolet con- 
tent of the sunlight, unfiltered by the earth’s atmos- 
phere, would make exposure outside the capsule 
quickly unendurable. At this height the earth’s grav- 
itational field is only diminished 1%; therefore, 
weightlessness played no part in this experiment. 
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These experiments demonstrate the usefulness of a 
space platform 20 or more miles up that can remain 
aloft more than 24 hours with occupants able to 
maintain themselves and make useful scientific ob- 
servations. 
Conclusions 

Long before the first manned missile hurtles into 
the heavens seeking an orbital path, a long program 
of arduous, tedious research with the usual quota 
of trials and errors, of failures and breakthroughs, 
must be accomplished. Homo sapiens is not going 
to be converted into “homo spaciens” overnight. 
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Something more than curiosity, something more 
than fear of being outrun in the cold war, something 
more than the foreseeable economic and scientific 
returns of space flight motivates man into this un- 
known, toward unpredictable results and unfore- 
seeable consequences. Perhaps when the first man 
returns from the first successful flight into space, 
he may find words to tell us how our world looks 
from his unique point of view. Human progress is 
marked by increments of objectivity and of pro- 
jection. What more challenging increment of hu- 
man outlook than to see our world from the 
viewpoint of the universe! 


REPORTS BY THREE 


AN APPRAISAL OF 


In order to more satisfactorily plan postgraduate 
courses in psychiatry for general practitioners and 
other nonpsychiatrists, a survey of the literature in 
this field since 1950 was made and a questionnaire 
was mailed to over 1,200 practicing physicians to 
determine their interests. 


Review of the Literature 


The survey of the literature revealed the majority 
of the reports were written by psychiatrists; the fol- 
lowing points were stressed as problems of major 
importance for the general practitioner in the man- 
agement of these patients: a reluctance to accept 
emotional illness as being primarily a medical dis- 
turbance, the existence of similar problems in the 
patient and the physician, and difficulties in diag- 
nosis. The needs for a more adequate and complete 
history and more satisfactory methods of referral 
were emphasized. 

This problem of referral by the generalist to a 
psychiatrist was discussed in several papers. Fac- 
tors influencing referral but not sufficiently empha- 
sized were (1) the patient’s (and the public’s) con- 
cept of a psychiatrist, (2) a lack of understanding 
of psychiatric terminology in consultation notes 
and in case presentations, and (3) the general prac- 
titioner’s attitude about psychiatry. 


From the Nebraska Psychiatric Institute and the Department of 
Neurology and Psychiatry, University of Nebraska College of Medicine. 

Read before the Section on Nervous and Menta! Diseases at the 
107th Annual Meeting of the American Medical Association, San Fran- 
cisco, June 25, 1958. 


PSYCHIATRIC PROBLEMS AND PREFERENCES 


HUNDRED THIRTY-EIGHT GENERAL PRACTITIONERS 


Cecil L. Wittson, M.D., LaVerne C. Strough, M.D. 


Jackson A. Smith, M.D., Omaha 


FOR INSTRUCTION 


The interests of nonpsychiatrist physicians 
in various aspects of psychiatry and their 
attitudes toward psychiatrists were studied 
by a questionnaire method, with responses 
from 338 nonpsychiatrists. In addition, the 
literature was surveyed for publications on 
the subject of postgraduate courses in psychi- 
atry for general practitioners. The purpose 
was to plan more satisfactory courses of this 
kind and in general to improve the coopera- 
tion between nonpsychiatrists and psychia- 
trists in the management of emotional illness. 
The results of the study showed that communi- 
cation between the two groups was not al- 
together satisfactory. General practitioners 
varied markedly as to the frequency with 
which they encountered or recognized psychi- 
atric problems. They were not so much inter- 
ested in questions in referral as in medical 
and physical therapy. As to courses of in- 
struction, their preferences were for clinical 
representations with adequate emphasis on 
neurology. 


The first of these factors, the patient's concept of 
a psychiatrist, is detailed by Bingham.' She pointed 
out that “though a resident of New York City until 
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three years ago, I had not only never met a psychia- 
trist, but I had never met anybody who had met a 
psychiatrist.” She makes the plea that the psychia- 
trist present himself to the public as a human be- 
ing who is occasionally baffled by his children and 
is capable of error, and not an omnipotent, all- 
knowing person from whom nothing can be con- 
cealed. 

Second, the problems in communication between 
psychiatrist and nonpsychiatrist are manifest in the 
complaint of the general practitioner that he either 
does not understand the psychiatrist's report or 
that the report fails to inform him on how to pro- 
ceed in the management of the patient. 

Appel * has described a few trends in psychiatric 
training which may account for some of this diffi- 
culty. He points out that “much psychiatric think- 
ing is removed from the readily observable and 
confirmable to the theoretical” and that “one ob- 
serves more emphasis on dynamics and increased 
facility in speculation.” Perhaps a major factor has 
been the tendency for patient examination, case 
conferences, and formulations to become what 
Appel describes as “stream of consciousness re- 
ports, a la Gertrude Stein or James Joyce.” Hypoth- 
eses may be asserted as facts or terminology be 
taken for explanation. Consequently, the general 
practitioner attempting to explain psychiatric ill- 
ness, treatment, and prognosis to anxious relatives 
may be as much perplexed as enlightened by a 
psychiatric report of the type Appel describes. 

The third factor which may influence referral is 
the general practitioner's attitude about psychiatry. 
A stimulating report * of a panel discussion on this 
subject merits consideration. The panel was com- 
posed of three general practitioners and two psy- 
chiatrists. 

The generalist’s feelings (which might be called 
negative) about the psychiatrist's frequent refusal 
of professional courtesy were discussed with some 
affect. The lack of help or direction the nonpsychia- 
trist receives with such problems as duodenal ulcer 
and ulcerative colitis, and the lack of results seen 
when consultation was requested for such patients, 
was mentioned. The psychiatrists replied that, in 
somatic illness where organic change has occurred, 
the results of psychotherapy were often poor or 
nebulous and, for this reason, the psychiatrist was 
unwilling to undertake a long course of treatment 
which would be expensive to the patient. The gen- 
eral practitioners felt that, as a physician, the psy- 
chiatrist should never “throw up his hands” even 
though the condition was not alterable and that an 
obligation existed to help the patient live better 
with his disease. 

The point was made, with emphasis, that the 
general practitioner does not know psychiatrists as 
individuals, because during residency training they 
are in a separate building and, when the generalist 
begins practice, he sees other specialists at lunch, 
at clinical pathological conferences, and on rounds 
but he does not see psychiatrists. 


J.A.M.A., Nov. 29, 1958 


The implication was that the psychiatrist was 
professionally and socially isolated from the non- 
psychiatric physician after his internship. The psy- 
chiatrists on the panel pointed out that the time 
required to do psychotherapy was extensive, that 
no methods were available to offer “quick relief,” 
and that “the tools which we have to work with 
are limited.” The general practitioners’ reply was 
that 60 years ago all physicians’ tools were limited 
but advances had been made. 

Although this panel discussion was refreshingly 
lacking in agreement, and everyone had an oppor- 
tunity to express his opinion or bias, the feelings 
expressed by the participating general practitioners 
would certainly merit consideration by those plan- 
ning postgraduate courses. 

There was general accord in the papers surveyed 
that the emotionally ill or those with organic illness 
complicated by emotional factors made up a sizable 
proportion of all those patients seen in general 
practice. There was also accord that psychotherapy 
with the somatically ill was primarily the responsi- 
bility of the physician treating the patient for his 
somatic illness. 

Hyde gives an excellent description of the prob- 
lems the general practitioners may face in the diag- 
nosis and treatment of the mentally ill, based on his 
own experience in practice. He stated, “Twenty years 
of seeing the problems of one’s patients bring about 
a richness of perception and understanding that 
perhaps cannot be equalled by any other system.” 

Methods of Survey 

To determine the interests and preferences of 
nonpsychiatrists in postgraduate courses in psy- 
chiatry, a questionnaire was sent to over 1,200 
practicing physicians. This questionnaire contained 
21 items to be checked by the physician and was 
sent by first class mail with an explanatory letter. 
The questionnaire, a stamped envelope with a re- 
turn address for use in returning the form, and the 
explanatory letter were mailed in a folder bearing 
a University of Nebraska letterhead. 

To determine whether those who did not reply 
failed to do so for a lack of interest in the subject, 
40 physicians who did not answer were selected at 
random and a second letter and the same question- 
naires were mailed to this group. The second letter 
emphasized the importance of their cooperation in 
the satisfactory completion of the study rather than 
their interest in postgraduate courses in psychiatry. 

Of the responding physicians, less than 2% lim- 
ited their practice to psychiatry and neurology, 
while 72% were in general practice and 25% were 
in other specialties (a few respondents made no 
indication of type of practice ). 

Results of Survey 

Three hundred twelve physicians returned the 
first questionnaire; 26 of the 40 who were sampled 
in the second mailing responded. Apparently they 
were twice as interested in helping with the study 
as in postgraduate courses in psychiatry. 
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In the following data, the differences between 
the percentages given and 100% were those who 
left the question blank or checked both possibilities. 
In the results of the questions as to preference for 
type of presentation, speakers, clinical material, and 
method of presentation, 66% preferred a clinical 
type, 50% preferred local to nationally known 
speakers, 66% preferred a discussion of case ma- 
terial from the institution where the course was 
given to a presentation of the speaker’s own cases, 
and 60% preferred several cases briefly presented 
to one case in detail. 

On the questions pertaining to the physician’s 
area of interest (table 1), blanks were provided to 
allow the respondent to qualify his interest in a 
given area as “much,” “some,” “little,” or “not at 
all.” The major interest in physical and drug 
therapy was anticipated, due to the present epi- 
demic of “lost tranquility” and the enduring hope 
for a rapid method of management. 


TABLE 1.—Physicians’ Areas of Interest 


Degree of Interest, % Space 
— Left 
Not Blank, 


Topic Much Some Little at All i 

Physical and drug therapy ...... 66.86 19.82 6.80 0.89 5.63 
Diagnosis . wen 60.06 5.32 2.38 5.32 
Psychiatrie aspects of 

family counseling 27.00 10.09 5.34 5.05 
Psychotherapy 45.99 30.56 13.95 1.78 7.72 
Neuropsychiatric outpatients ... 42.90 3343 5.92 6.21 
Community mental 

27.81 30.77 «21.79 10.36 9.27 
Legal problems in psychiatry ... 27.51 20.30 21.89 10.56 10.65 
Commitment procedures ....... 26.92 27.81 20.42 13.31 11.44 


Hospitalized neuropsychiatric 
ae ene 7.39 29.29 34.62 16.87 11.83 


6.33 44.72 23.21 13.08 12.66 


However, it was not anticipated that diagnosis, 
family counseling, and etiology (causes) would 
be of more interest than psychotherapy, which is 
regularly presented as a factor in all types of treat- 
ment. The awareness of the importance of family 
counseling and the acceptance of this activity as a 
medical responsibility was encouraging. The area 
of least interest, “referral problems,” is emphasized; 
it was previously mentioned that this was a fre- 
quently discussed problem in the literature in this 
area. Apparently, the nonpsychiatrist has had suffi- 
cient instruction on this subject or in any event is 
not particularly interested in having more. 

Results in the third category, frequency of psy- 
chiatric problems in practice (table 2), are some- 
what unusual, because 38% of those responding 
saw psychiatric problems in 17% or less of their 
patients; at the other extreme, 17% saw psychiatric 
problems in 88 to 100% of their patients. It would 
seem rather improbable that the patients who 
compose the practice of the respondents would vary 
to this degree. It seems more likely that there is 
little accord as to what constitutes psychiatric 
problems or that the criteria for such a diagnosis 
vary rather widely. 
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Table 3 reveals that only one-fourth of those re- 
plying had a marked interest in postgraduate 
courses in psychiatry but 77% stated they would 
attend such courses if they found them interesting. 
Having to travel to a central point to attend such 


TABLE 2.—Frequency of Psychiatric Problems in Practice 


Patients Seen with Psychiatric Problems, % Respondents, % 
13.91 
8-37 7.69 
38-47 3 
68-77 31 
0.90 


courses was not seen as a handicap, since only 67% 
were interested in a live two-way broadcast which 
they could hear locally. 

The last three replies were somewhat surprising, 
since a bare 3% preferred courses which empha- 
sized only psychiatry, whereas 12 times as many 
preferred courses which emphasized only neu- 
rology. The majority preferred an emphasis on both 
subjects. 

Comment 

The literature reviewed was more an expression 
of the psychiatrist's view of the general practition- 
ers problems than opinion of what the general 
practitioner thought he needed. One report * of a 
panel discussion between generalists and psychia- 
trists was refreshing in the candor and content of 
the opinions expressed. 

The 338 replies in the survey showed the non- 
psychiatrist's interest in somatic and drug treatment 
procedures and a disturbing 97% lacking interest 
in courses limited to psychiatry. From the replies, 
it appears the generalist appreciates the needs of 
family counseling but has little interest in hearing 
more about the problems of referral. 

The problems of communication between psy- 
chiatrists and nonpsychiatrists would appear an 
area to be considered by those planning postgrad- 


TaBLe 3.—Physicians’ Interest in Postgraduate Courses 


Degree of Interest Respondents, % 

Marked 
Moderate 13.60 
Mild. 15.98 
Slight 444 
Blank 
Would attend interesting course 
Two-way broadcast O7 4M 
Emphasis of course 

Psychiatry 3.16 

Neurology and psychiatry 

Neurology M71 


uate courses. Although descriptive psychiatry has 
not been fashionable for some time, a clarification of 
the signs and symptoms by which those who are 
emotionally ill may be recognized (as well as the 
dynamics of their particular case) might make 
communication less a problem. 
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Summary 


On the basis of 338 replies to a questionnaire, the 
following preferences and interests of nonpsy- 
chiatrists were determined: General practitioners 
preferred clinical presentations, local speakers, a 
presentation of patients from the institution where 
the course was given, and several cases briefly pre- 
sented. Their greatest interest was in physical and 
drug therapy; they were least interested in prob- 
lems of referral. 

A marked discrepancy in the frequency with 
which psychiatric problems were seen in their 
practices was reported; 38% saw such problems in 
less than 17% whereas 17% saw the same problems 
in more than 88% of their patients. 
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Only one-fourth of the physicians who replied 
checked a marked interest in postgraduate courses 
in psychiatry, although 77% would attend if such 
courses were interesting. Ninety-seven per cent did 
not prefer courses with an emphasis only on 
psychiatry. 

602 S. 44th Ave. (5) (Dr. Smith). 
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WHIPLASH INJURIES 


NEUROPHYSIOLOGICAL BASIS FOR PAIN AND METHODS USED 
FOR REHABILITATION 


Emil Seletz, M.D., Beverly Hills, Calif. 


Our present industrial civilization religiously fol- 
lows the creed to serve only youth and its irre- 
sponsibility. There is no way to avoid the ever-in- 
creasing incidence of whiplash injury. It is not 
within the realm of the physician to even talk of the 
prevention of these injuries, since the basic goal 
of our mechanical progress is to increase the “force 
of thrust,” accelerate speed, and achieve absolute 
automation. The only way to protect man against 
his inventive genius is to encase him in stainless 
steel armor, which is more fitting today than in the 
days of King Arthur. 

In order to properly help with this problem we 
must change our basic concept of this injury, for 
it is not a direct injury only to bony architecture 
and soft muscle structures. While, occasionally, 
after whiplash injuries to the cervical spine, the 
x-rays may reveal injuries to bones or joints with 
possible dislocation or subluxation, the disabling 
and persistent symptomatology in the vast majority 
of cases is due to involvement of the delicate and 
vital nerves and blood vessels about the cervical 
spine. 

A varied and complex neurological and neurovas- 
cular syndrome so consistently follows the major 
type of neck sprain as to constitute a definite syn- 
drome. Since a great percentage of the symptoms 

Read before the Section. on Physical Medicine at the “107th Annual 
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The collision of automobiles generally re- 
sults in either acute flexion or severe hyper- 
extension of the passenger’s neck, depending 
on the direction of the impact. Direct trauma 
results to the spinal accessory nerve and to 
the roots of the cervical nerves, but in addi- 
tion there are vasomotor disturbances result- 
ing indirectly from damage to the vertebral 
arteries and to nerve fibers that accompany 
these arteries in their course through the fo- 
ramina transversaria. The result is a varied 
syndrome of neurological and neurovascular 
troubles. Treatment with tranquilizers and 
psychotherapy is of no avail, and patients 
become discouraged and resentful. The pro- 
cedure here outlined includes heat, manipula- 
tion, and traction. Carefully adapted to the 
individual case, this plan generally obviates 
the danger of surgical and psychiatric com- 
plications and often leads to prompt rehabili- 
tation of the patient. 


are referred to and arise from disturbance of the 


central nervous system, I have chosen to name this 
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the “craniocervical syndrome.” 
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Since the x-ray findings in this syndrome usually 
display no bony injury, many of these patients are 
accused of having functional disorders and eventu- 
ally go to psychiatrists instead of to those expertly 
trained in physical medicine and rehabilitation, who 
properly should treat these patients. 

The purpose of the present communication is two- 
fold: (1) to determine the neurophysiological basis 
for the pain and disability; and (2) to stress the 
importance of effective methods used for rehabilita- 


tion. 
The origin of the pain and disturbed function 
lies in the involvement of various cervical nerve 
roots, the spinal accessory nerve and the cervical 
autonomic nerve, including the vertebral nerve, and 
in the transient obstruction or compression of the 
vertebral artery. 
The Role of Cervical Nerve Roots in Producing 
Pain and Headache 
A major portion of the headaches associated with 
this syndrome are derived from traction injury to 
the second cervical nerve root. The second cervical 
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Fig. 1.—Second cervical nerve root, not protected pos- 
teriorly by pedicles and facets. 


nerve root is especially vulnerable to injury, since, 
in its peculiar anatomy, it is not protected by ped- 
icles and facets,’ as are all the other nerve roots in 
the vertebral spine (fig. 1); in addition, the point of 
exit of the second cervical nerve is between the 
atlas and the axis—the point of greatest rotation of 
the head on the neck.* 
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It will be remembered that the second cervical 
nerve continues as the great occipital nerve, which 
supplies the cutaneous distribution to the major 
portion of the scalp, the side of the neck, and por- 
tions of the face (fig. 2). In addition, the physiolog- 


Fig. 2.—Cutaneous distribution of C-2 (reproduced with 
permission of Williams & Wilkins Company ). 


ical communication between the second cervical 
and the trigeminal nerves in the spinal fifth tract 
of the medulla (fig. 3) involves the first division of 
the trigeminal nerve and thereby gives rise to at- 
tacks of hemicrania with pain radiating behind the 
corresponding eye.’ This is the mechanism whereby 
a great many chronic and persistent headaches have 
their true origin in injury to the second cervical 
nerve, and, as | emphasized in a recent communica- 
tion, “Many headaches are not headaches at all, but 
really a pain in the neck.” *“ 

The disturbance of the great occipital nerve (C-2) 
is further aggravated by spasm of the trapezius 
muscle, since traction is thereby exerted on the 
nerve as it pierces the tendinous attachment of the 
muscle to the base of the skull. 


Persistent Muscle Spasm 


As previously recorded,’ in reviewing the anat- 
omy of the spinal accessory nerve, its major origin is 
by filaments from the entire length of the cervical 
spinal cord. From its origin, the nerve ascends 
through the foramen magnum and leaves the skull 
through the jugular foramen for a long descent to 
the trapezius muscle (fig. 4). The persistent spasm 
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of the trapezius and sternomastoid muscles is due, 
therefore, not to primary injury to the muscles but 
to traction injury to the delicate filaments of origin 
of the spinal accessory nerve. 


Fifth N (let) 


Greater 
occipital N. 


4 


Fig. 3.—Synapse between the great occipital and trigemi- 
nal nerves (modified from Skillern *). 


Nerve Root Irritation in the Intervertebral 
Foramina 


A number of physicians have come to dislike the 
phrase “whiplash injury” and are critical of its use. 
One of my orthopedic friends calls “whiplash in- 
jury” a “wastebasket term.” To him I say: “Please 
remove the term from your wastebasket to a place 
of prominence on your mahogany desk.” Let us 
now, therefore, consider the mechanics of injury 
and justify the use of the terminology. 

J. T. McLaughlin has shown that when a 3,500-Ib. 
car traveling at 10 m.p.h. strikes the rear of another 
car it may transmit to this car a force of 25 tons. 
The person’s body (in the car that is struck) 
continues to move forward, while the head, being 
hinged at the neck, snaps backward. The average 
head weighs about 8 lb., and the cervical vertebrae 
are very delicate; the force that is pushing the head 
backward is even greater than believed, since the 
base of the neck acts as a fulcrum and the leverage 
is applied near the top of the head. Therefore, the 
head snaps back with the equivalent of several 
tons of force—without any support, since “the mus- 
cular control of the neck is caught off guard.” * The 
end-result, with the neck in acute hyperextension, 
is a momentary posterior subluxation of the various 
joints with fleeting narrowing of the foramina, so 
that the nerve root is caught in a pinchers between 
the superior and inferior facets. 

The head now snaps back in acute flexion—a true 
“whip-snap” (Mark Twain’s Tom Sawyer and Huck 
Finn used this method in killing snakes and referred 
to it as the whip-snap ). X-rays after this type of in- 
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ment, but what about the traumatized nerves? 


Careful neurological testing soon after the injury re- 
veals not pain but hypalgesia or anesthesia over the 
distribution of one or more nerves, since the nerve 
is temporarily put out of function by the trauma. 
The pain and muscle spasm appear later, with be- 
ginning recovery of nerve function. During injury, 
hemorrhage within the capsular ligaments gives rise 
to swelling of the nerves and eventually adhesions 
between the dural sleeve and the nerve root; these 
factors give rise to symptoms that may be pro- 
longed for months or even years after the injury. 

Other nerves involved are the spinal accessory, 
already mentioned, the sympathetic trunk, and the 
vertebral. The vertebral nerve lies within the trans- 
verse foramina and travels alongside the vertebral 
artery. The vertebral nerve originates from the 
stellate ganglion and supplies the vertebral and bas- 
ilar vessels. Injury to this nerve produces spasm of 
the vertebral arteries and gives rise to disturbed 
circulation to the pons and portions of the medulla 
containing the nuclei of origin of the lower seven 
cranial nerves, with resultant far-flung symptoms. 


Foraminal Encroachment 


While the acute symptoms depend on the type 
and severity of injury, the late symptoms are largely 
determined by the peculiarly individual anatomy 
of the cervical spine.” The cervical vertebrae are, of 
course, proportionately smaller than those in other 
parts of the spine. In addition, the disk portions are 
even smaller in their relative sizes, because on either 
side the space is occupied by special synovial joints 
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Fig. 4.—Spinal accessory nerve, with origin on entire 
length of cervical spinal cord. After entering skull, nerve 
exits through jugular foramen for long descent to trapezius 
muscles. 


not present in other parts of the spine.° Although 
described in 1858 by von Luschka, they are rarely 
given proper attention because of their misleading 
diminutive proportion, but the role played by them 
is most significant. 
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With degenerative thinning of the disk after trau- 
ma, the processes of the lateral joints are gradually 
forced outward and laterally, resulting in osteophyte 
formation (fig. 5). 

When the spurs project laterally, they compress 
the intervertebral nerve root in the foramen; when 
they project forward, they encroach on the verte- 


Fig. 5.—Osteophytes, resulting from degenerative thinning 
of disk after trauma, with lateral joints forced outward (re- 
produced with permission of Charles C Thomas, Publisher ). 


bral artery and nerve* within the foramen trans- 
versarium (fig. 6). These spurs project even more, 
since the osteophytes are capped with cartilage 
and are considerably larger than is revealed by the 


roentgenogram.” 

It will further be remembered that, while the cervi- 
cal foramina appear relatively large on the x-ray 
picture, they are partitioned by the structures not 
visible by x-ray, passing through the foramen trans- 
versarium, namely, the vertebral artery, veins, and 
nerve. When the gross specimen of the cervical 
spine is viewed obliquely, with the vertebral artery 
in plage, it is seen that three-fourths of the lateral 
diameters of the foramina are occupied by these 
structures, 

Vertebral Artery Compression 


In reviewing the anatomy of the vertebral artery, 
it will be remembered that, after its origin from the 
subclavian artery, it passes through the foramina 
transversaria of the lower six cervical transverse 
processes. After passing through the foramen trans- 
versarium of the atlas, the artery turns very sharply 
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medially and, after piercing the thick membrane 
between the atlas and the occipital bone, enters the 
cranial cavity through the formen magnum. 

Very little slack exists in the vertebral artery 
(fig. 7), and, during severe hyperextension and hy- 
perflexion and especially during extreme lateral ro- 
tation, partial to complete obstruction of the verte- 
bral artery has been demonstrated by arteriography. 
The vertebral artery is the pipeline carrying blood 
and oxygen to the brain stem, just as is the oxygen 
tube to the deep-sea diver. 

Lewis and Coburn * have demonstrated by angi- 
ography constriction or occlusion of the vertebral 
artery in patients in whom symptoms of vertigo, 
ataxia, headache, diplopia, and unsteadiness of gait 
have persisted. The usual site of occlusion is at the 
second cervical level, which is the point of greatest 
rotation of the head on the neck. 

Ford *° describes the case of a 17-year-old boy 
who developed attacks of syncope followed by ver- 
tigo, unsteadiness, nystagmus, and diplopia when 
his head was placed in hyperextension. It was de- 
termined in this case that posterior displacement 
of the axis, due to excessive mobility of the second 
cervical spine, would produce transient obstruction 
to the vertebral artery. Surgical fusion and mobili- 
zation gave complete cure. 

Others have observed complete obstruction in 
the vertebral artery during angiography in cadavers 
when the head is rotated to either the right or the 
left. A great majority of symptoms that have been 
designated as psychoneurotic, namely, attacks of 
vertigo, ataxia, diplopia, severe attacks of migraine- 
like headache, hemicrania with nausea and vomit- 
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Fig. 6.—Compression of intervertebral nerve and/or verte- 
bral artery by lateral (covertebral) spurs (modified from 


Neuwirth, New York J. Med. 5422583, 1954 


ing, and, at times, disturbance of speech and swal- 
lowing, are all due to disturbed circulation of the 
vertebral artery after neck sprain. 


Treatment 


Physical therapy originated in antiquity and was 
certainly highly specialized during the inception 
of the Olympic games in the Hellenic Era. There 
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are many ancient Greek statues and friezes depict- 
ing the physiotherapy measures being administered 
to athletes. 

Circulation in the major blood vessels is pro- 
pelled by the force of the pump (the heart). Cir- 
culation in the capillaries and the lymph channels 
within the body tissues depends on normal muscle 
tone and the intrinsic vasomotor homeostasis. 

If the blood vessel wall has been traumatized 
during the injury or the vertebral nerve has been 
injured, vasospasm persists. The only true, effec- 
tive measures for tiding over this stage of injury 
lie in adequate physical therapy. 

Treatment must be started early and must be 
administered by those expertly trained in physical 
therapy and rehabilitation. The attempt is often 


Fig. 7.—Vertebral artery. 


made to give physical therapy in a doctor's office, 
consisting in the application of heat from a heat 
lamp or diathermy machine, as described by Krusen 
and Ford "': Those patients not receiving adequate 
therapy will not improve and will soon become 
discouraged and resentful. 

Because of continued complaints, many of these 
patients finally see a psychiatrist. The couch would 
serve a better purpose in this instance if it were 
equipped with a traction apparatus and supple- 
mented by a gentle massage. The fault, however, 
is not with the psychiatrist but with the referring 
physician. In reviewing the types of treatment with 
a number of specialists in this field, it is found that, 
while therapy naturally varies to suit the individual 
need, it consists primarily of local heat in the form 
of hot wet packs and cervical traction, followed 
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by very gentle massage and manual rotation. When 
the radicular pain is severe, occasionally a local 
anesthetic should be injected to the most painful 
area, usually at the point of attachment of the tra- 
pezius muscle to the base of the skull and including 
the adjacent region where the great occipital nerve 
reaches the subcutaneous tissue. 

Local hot packs relieve the muscle spasm, in- 
crease the circulation, and frequently stop severe 
occipital pain and headaches. The importance of a 
carefully planned scheme of treatment must be 
emphasized to the patient, and treatments must be 
religiously carried out daily during the first two 
or three weeks (and then about three times weekly), 
depending, of course, on the individual case. Delay 
or faulty treatment leads to adhesions about the 
facets and scarring about the capsular ligaments, 
persistent spasm, congestive Ivmph edema, and 
fibrosis of muscles, swelling, and eventual adhesions 
of nerves within the nerve root canals. 

The resultant faulty posture in neglected cases 
enhances the degeneration of the intervertebral 
disks, as well as spur formation in the lateral co- 
vertebral articulations, which in the roentgenogram 
has come to be known as traumatic arthritis. | can- 
not too strongly emphasize the urgency of early 
and persistent therapy, always by a specialist in 
this field. By reviewing the anatomy of the cervical 
vertebrae and its articulations it can more readily 
be appreciated how injurious faulty traction or 
traction applied by the patient can be. Jackson 
says, “Woe unto the doctor who hands the patient 
the traction apparatus and tells him to go home 
and get in it.” ° 

Traction serves many functions. It relieves mus- 
cle spasm, helps to immobilize the spine, straightens 
the cervical spine, and enlarges the intervertebral 
foramina. Especially, | wish to emphasize the im- 
portance of traction in helping to relieve obstruc- 
tion to the course of the vertebral arteries. Jackson 
believes that early and adequate traction may pre- 
vent the formation of adhesions between the dural 
sleeve of the nerve roots and the adjacent struc- 
tures. She has also found most valuable the use 
of the contour pillow, which gives excellent support 
to the neck structures during rest and sleep. 

In severe spasms of the cervical spine, a light- 
weight collar which maintains the neck in proper 
position, “with chin tucked in” and avoidance of 
hyperextension, may be used. (Faulty posture 
traumatizes the cartilaginous surfaces.) Judicious 
use of muscle-relaxant drugs is beneficial to some 
patients. I personally resent the extensive use of 
the so-called tranquilizing drugs in this type of 
case, the sole purpose of which is to confuse the 
mind so that the patient will not complain. 

Occasionally, a patient is seen with persistent 
complaints of head, neck, and shoulder pain, who, 
in spite of normal findings on opaque myelography, 
has had on surgical exposure persistent swelling 
and adhesions of several nerve roots within the 
dural sleeve of exit. It is most likely that early, 
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persistent, and adequate therapy by those expertly 
trained in physical medicine will prevent most pa- 
tients from developing a surgical condition. 


105 N. Bedford Dr. 
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ETIOLOGICAL FACTORS 


Murder is a tragic phenomenon. Sociologists, 
criminologists, jurists, dramatists, and novelists have 
studied it widely. To the present, little has been 
known of the causation of lone murder (unrelated 
to murder committed by gangs). The question 
arose in our minds as to how this problem could be 
approached and the causation defined. Since capital 
punishment is the law in the United States in all but 
seven states, removal of the person charged with 
murder presents an obvious difficulty to long-term 
investigation, but we were fortunate in working in 
a state in which there is no capital punishment. A 
pilot study of the problem was set up. 

Fifteen years ago the collaborative technique in 
therapy and research in neurosis, psychosis, perver- 
sion, and delinquency first established itself as a tool 
for investigation. This technique consists of equally 
intensive studies of the patient as well as the parents 
and other significant relatives of the patient. Pooling 
of the information thus gained enables investigators 
to validate omissions, distortions, and falsehoods 
and suggests fields or avenues for further inquiry. 
Such studies may range from exploratory interviews 
to long-term analytic study of the unconscious. It is 
now established that, in cases of individual delin- 
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MURDER 


Among six prisoners convicted of first- 
degree murder, remorseless physical brutality 
at the hands of the parents had been a con- 
stant experience for four of them. The most 
striking aspect of the interviews with the par- 
ents was the remarkable aptitude of these 
persons for evasive shifting of blame. This 
was followed by transparent evasions and 
calculated lying manifested by most of the 
parents. Factors of brutality come under the 
scrutiny of pediatricians and family physi- 
cians. Direct inquiry into the mode of punish- 
ment and discipline should be made by phy- 
sicians whose practice includes the care of 
children. Intervention by physicians in known 
sadistic family patterns may well avert a 
later violent crime. 


quency in children from so-called good families of 
all economic classes, the parents unconsciously fos- 
ter and promote this behavior as a solution to their 
own unintegrated pathological needs. Similarly, 
there are adolescents whom we have studied who 
commit serious crimes, such as murder or sexual 
assault, and who also reveal a history of unwitting 
parental fostering of the offense. Timely interven- 


‘ 
and 


1756 FIRST-DEGREE MURDER—DUNCAN ET AL. 


tion by pediatricians and general practitioners aware 
of such mechanisms has been of great value to the 
child and family. Wider knowledge of family pat- 
terns which predispose to adult murder might well 
be lifesaving. 


Aim of Present Study 


With the collaborative technique as a mode of 
inquiry, this project was devised as a pilot study to 
search for possible common factors in the life stories 
of a number of adult persons convicted of first- 
degree murder and imprisoned for life at the Minne- 
sota State Prison at Stillwater. There is no capital 
punishment in this state. The study was made pos- 
sible by the understanding and cooperation of the 
warden, Mr. Douglas C. Rigg, and his staff, to whom 
our grateful thanks are due. Since the terms of our 
study required that special attention be focused on 
the attitudes and behavior of the parents of these 
persons, only those prisoners whose parents were 
available for interview were included in the study. 

Since our aim was to explore solely the possible 
causes of homicide, we did not concern ourselves 
with the questions of management, treatment, or 
punishment of the convicted person. This conten- 
tious field of forensic psychiatry was not entered. 
However, it was hoped that material would emerge 
in the pilot project which could be further validated 
by study in other states without capital punishment 
and which might assist criminologists in prophylaxis 
against murder and against the continuance of a 
family pattern which predisposes to such criminal 
violence. 

We emphasize that no study was made of mur- 
derers associated with gangs or of those to whom 
crimes of violence were part of the cultural way of 
life. We believe that such offenses are sociologically 
determined and are more or less predictable and 
that prevention is largely a broad social problem. 
It was with the individual, isolated murderer, with 
no record of violent crime, that this study was 
concerned, 

Criteria for Selection 


The investigating procedure was as follows: 
Prisoners were selected according to certain criteria; 
namely, they were to be normally intelligent white 
men convicted of first-degree (premeditated ) 
murder, who did not deny the crime and who were 
of middle-class background from families of good 
social standing. There should have been no history 
of addiction to drugs, alcoholism, organic disease 
of the brain, or epilepsy. There must have been no 
known history of psychosis prior to the murder. Both 
parents were to be available for interviews. 

It should be noted that this was a preliminary 
study not involving extensive investigation of the 
parents’ or prisoners’ unconscious. It is to be hoped 
that this study will be followed by a more intensive 
collaborative investigation of the conscious and 
unconscious mental processes of prisoners and their 
parents. 
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In each instance it was made quite clear that the 
psychiatrists were in no way connected with the 
prison management, the courts, or the legislature. 
Participation of a prisoner would not influence his 
treatment or sentence in any way whatever. The 
prison psychologist, whom they trusted, explained 
the investigation to the subjects in advance and also 
introduced the psychiatrist to the subjects in each 
case. No information which the prisoner or relative 
wished to have maintained confidential was dis- 
closed to anyone outside the research team. Parents 
and prisoners were told that their cooperation would 
help the investigators learn something which might 
be of service in the prevention of tragedies similar 
to their own. Of course, interviews were conducted 
in private. 

In view of these provisions, there was minimal 
temptation to distort material in order to protect the 
prisoner or to modify his sentence. Only by such 
procedures could meaningful data be gathered and 
some measure of truth ascertained. Aside from im- 
portant biographical facts, special attention was 
paid to the feelings and attitudes of each person 
interviewed and to understanding what contribution 
these might have made to the eventual crime. The 
psychiatrists were thus alerted to any attitude or 
manner of the parents which might have allowed 
their child to sense that a violent solution to dis- 
putes with others was an acceptable thing. 

When six subjects had been selected, interviews 
were arranged with them and with their parents. In 
interviews with prisoners, the first striking impres- 
sion was the readiness with which they discussed 
the crime and the events leading up to it. They 
also invited return interviews, although they knew 
that no legal advantages would accrue to them as 
a result of additional consultations. They did not 
try to escape responsibility for the crime or to lay 
the blame on others. Almost without exception, 
when the stories of prisoner and family were at 
variance the prisoner was found to be telling the 
truth. We wish to acknowledge our indebtedness to 
the prisoners and to their families for their ready 
cooperation and willingness to participate in the 
interviews. 

These studies led to the conclusion that, among 
these prisoners, remorseless physical brutality at 
the hands of the parents had been a constant experi- 
ence. Brutality far beyond the ordinary excuses of 
discipline had been perpetrated on them; often, it 
was so extreme as to compel neighbors to intercede 
for the boy. In no case was any effort made by the 
prisoner to conceal the crime or to evade capture. 

The most striking aspect of the interviews with 
the parents was the remarkable aptitude of these 
persons for evasive shifting of blame. Nor was there 
any suggestion from them of self-criticism or guilt 
over their sons’ upbringing or downfall. They re- 
peatedly and steadfastly lied on many important 
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matters of fact, often differing sharply from their 
spouses or offspring, and often they remained un- 
shaken by glaring discrepancies. 

We shall present reports of two of the six cases. 


Report of Cases 


Case 1.—In a jealous rage, a 30-year-old man found an 
ax and, in the presence of neighbors, killed his former sweet- 
heart. Originally, he had seduced her away from his brother 
when the latter went to Europe on military duty. 

This man, the second of six children, had been the target 
for the most violent uncontrolled brutality on the part of the 
father, who, although he had a good job as a shop foreman, 
was a philandering alcoholic and a physical and mental 
sadist in his relationships with the prisoner's mother. The 
father’s wild beatings of the boy were so frightening that 
neighbor men often interceded. The mother said she con- 
tinued to live with the father only “to be sure he did not 
kill one of the boys,” while at the same time her husband 
doted on the older daughter, of whom the prisoner was 
violently jealous. The father often beat and choked the 
mother in the children’s presence. He shouted that she was 
a whore and that he would kill her some day. From the time 
the boy was 3 years old, the mother said, he recurrently ran 
away from home because he was so terrified of the father. 
From the time the boy was 14 years old, his father accused 
him of vicious sexual practices with girls, a charge which 
was not true at the time. The mother said that the father 
constantly “spoke evilly about other people’s sex lives” in 
the presence of the children. At no time did the father ever 
accept any responsibility for his brutal acts, and he never 
expressed any remorse. The boy never dared to bring a 
young friend into the home. 

The mother offered no protection to the child against the 
father’s attacks, but she did console him afterward. She 
never called the police to protect the boy. She and the 
prisoner leaned on each other emotionally, and apparently 
he was always tender with her. At no time did the mother 
express any guilt or responsibility for having kept the boy 
in such a savage environment, and at the time we saw her 
the next oldest son was experiencing a similar life with the 
father. The prisoner said that without her warmth and com- 
fort he would have killed himself long ago. He cried and 
moaned about his love for her for 15 minutes when she was 
first mentioned in the interview. He could not recall any 
conscious hostility toward his mother. 

He always felt that his fiancée was better than he and 
above him socially. He made no protests when she had 
promiscuous affairs with others and left him. Later, for a 
time, he tried to win her back, after she had married. How- 
ever, he began to live with a woman 10 years his senior, an 
occurrence which prompted his former fiancée to divorce 
her husband and to attempt to woo him back, promising 
marriage. As a result of this, he abandoned the woman 
with whom he had been living, whereupon the former 
fiancée began to go out with other men. The prisoner found 
an ax and killed her. 

Several facts stand out in this case. First, the patient had 
strongly identified with his father. He saw how sadistic his 
father was toward the mother as well as toward himself. 
Although consciously he loved his mother, he hated her un- 
consciously for not protecting him from the years of savage 
attacks. Similarly, she seduced him with consolations after 
the assaults and sought his sympathy as years went on and 
her plight continued. The prisoner stole his brother's girl, 
felt she was above him, and then for a brief time consoled 
himself with an older companion. Finally, the savagery he 
had felt and learned at the hands of his father came out 
toward the alternately unfaithful and seductive fiancée. She 
was merely repeating the lifelong behavior of his mother, 
who alternately abandoned him to this father’s brutality and 
then wooed him back with sentimental consolation. 
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His mother said that the father made no secret of his 
violent attacks on her sexually, verbally, and physically and 
that the sons knew all about these attacks. It was only by 
a stroke of luck that this prisoner actually was not killed 
by his father. The mother had always feared it and believed 
the father capable of it. The prisoner had known of his 
mother’s fear for years. This boy, by direct example, learned 
that frustration and anger were to be handled by violence. 
He learned that men are brutal to women. The tremendous 
unconscious hatred for his mother, who submitted to the 
father and then turned to the prisoner for love, finally over- 
whelmed him at the expense of his alternately promiscuous 
and seductive fiancée. 


Case 2.—This prisoner was 27 years old when he strangled 
his sweetheart. When we saw him he was unable to account 
for his killing her. “Those 12 months with her—I wouldn't 
trade them even to being in this prison for life.” He mur- 
dered her when she refused to marry him. 

He said he wonde red if he had not “misidentified” his 
victim with her interfering mother, of whom he said in all 
seriousness he would “gladly wring her neck.” He also re- 
marked, “If it hadn’t been Rosie I killed, it would have been 
someone else—it was inevitable.” 

He was exceedingly bitter toward his own mother. “Mom 
hated me since the day I was conceived. I was an unfor- 
tunate burden on her. It wasn’t my fault I was born. She 
has punished me ever since, though, for it. I can remember 
all the unmerciful beatings she gave me. She is happy now 
that she has completely destroyed my life.” 

He said she was vicious; she would choke him and beat 
him so hard with a barrel stave that he became bruised and 
bleeding. She used to say to him: “What did I ever do that 
God thinks I deserved to have you wished on me!” 

His mother constantly belittled his father, and, whenever 
the father protested these humiliations, she threatened him 
with the “disgrace” of separation. “She destroyed any stand- 
ing he might have had in my eyes,” said the prisoner. 

The mother told us of how her father “ran out” on the 
family when she was 5 years old, and she said he never 
supported them (a pattern her son repeated in the action of 
causing two unmarried girls to become pregnant and then 
abandoning them). Throughout her childhood the mother 
had been accused by other children of being illegitimate. No 
mention was allowed of the father by the family, and she 
had never heard other mention of him until she was 10 
years old. It is clear how this hostility toward her father 
had carried over toward the son. 

She reported that “the whole idea of John was a big 
mistake.” She added that she had been angry about the 
pregnancy, blaming her husband’s carelessness. She readily 
confirmed to us her son’s account of her cruel and unusual 
punishment of him. It was remarkable to the interviewer 
how devoid she was of any sense of guilt about her rejection 
and cruelty. She explicitly said of his tantrums and un- 
governable rages that “he acted how I felt.” Local feeling 
in the community had been against the boy from the age 
of 5 years because of his violent temper, and from the age 
of 7 years he had been wrongly but persistently accused, 
over many years, of pushing a young companion to his 
death from a roof. 

“His whole childhood was filled with anger,” said the 
mother. She said she always thought he would get into 
trouble. “He grew up thinking the same way. He felt every- 
one was against him.” At the time we saw her, she said she 
was glad the son was in prison and she hoped the authori- 
ties would never release him. 

In this instance we have ample evidence for the prisoner's 
modeling himself after his vindictive and remorseless mother. 
She made it clear that the behavior of the son was in accord 
with her feelings. Satisfactory identification by the boy with 
his acquiescent, unprotecting father was not possible. The 
only close friend the boy had was an orphan boy older than 
himself who had lived with the family for a short while. 
As a boy, the prisoner often would stay away from school 
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to dig worms for, and to go fishing with, a group of older 
men, who made much of him. His mother was aware of 
his truancy with these older men. 

In the later life of this prisoner it seems that the mother 
of his sweetheart was the nominal target for his hostility, 
but when the girl herself spurned him he had no compunc- 
tion about turning his vengeance on her. His lack of sense of 
guilt or restraint was modeled after those defects in his 
mother 

Comment 


The most striking common feature in four of the 
six cases was the continuous, remorseless brutality 
which the prisoners in question had suffered at the 
hands of one parent, in the face of the compliant 
acquiescence of the other. 

We discovered evidence in the case of the re- 
maining two that the prisoners were psychotic at 
the time of the murder, and, of these, one was clini- 
cally psychotic during the study. In these two 
cases there was no history of gross brutality. 

An example of the level of the brutality in the 
four cases was an incident in which the father held 
up his nude little boy by the heels, belted him, then 
dropped him on his head to the floor. Recurrently, 
some prisoners, when children, had been flung 
bodily across a room. Only by chance were some of 
them not fatally injured. Although such violence 
was a common factor in the four cases, it should not 
be concluded from them that violence is the major 
factor in the etiology of murder. This, at present, we 
cannot say. Imitation and identification with violent 
parents, however, constituted the commonest pat- 
tern found. 

Another impressive feature was the absence of a 
sense of guilt on the part of the parents, yet, when 
the circumstances of their own upbringing became 
clear, the source of their hostility and of their lack 
of remorse was obvious. The interviewers were 
startled by some of the transparent evasions and 
calculated lying manifested by most of the parents. 
Yet, in contrast, the prisoners were found, by investi- 
gation, to be giving true accounts of events. The 
probable reason for such a situation was that the 
prisoners had nothing to lose by telling the truth, 
whereas the parents were still trying to absolve 
themselves from any responsibility for the tragedy. 
This observation confirmed findings long known to 
prison authorities, namely, that prisoners are most 
cooperative when given the opportunity to be so. 

Still another interesting observation was the fact 
that these psychiatrically unsophisticated prisoners 
showed a surprising degree of insight in relating 
their criminal violence to their family experiences. 
Furthermore, documented evidence showed that no 
prisoner had attempted to escape from the scene of 
the crime and that none had denied committing the 
offense. All defended their actions, but none dis- 
puted the fact of the killing or of the premeditation. 

Of interest to psychiatrists was the constant find- 
ing of deep, unconscious homosexual tendencies, a 
finding which is not surprising in view of the bru- 
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tality disclosed. Often these tendencies were re- 
vealed in frankly paranoid behavior. In three of the 
cases such trends were reinforced by contrasting 
favorable treatment of a sister. 

In contradistinction to previous experience with 
individual juvenile delinquents and adolescents 
guilty of serious crime in whom unconscious par- 
ental fostering was a powerful factor driving the 
child toward acting-out, these adult persons, con- 
victed of first-degree murder, revealed a minimum 
of unconscious parental fostering. Instead, the acts 
of violence seemed to be much more on a conscious 
imitative level, reflecting actual childhood experi- 
ence. 

An interesting aspect of the investigation was the 
consistent pattern of behavior and personality of 
the victims. Female victims were by turns seductive 
and rejecting; male victims were threatening figures 
who carried weapons. 

It seems to the investigators that factors of bru- 
tality such as have been outlined above must come 
under the scrutiny of pediatricians and family 
physicians. Direct inquiry into the mode of punish- 
ment and discipline should be made by physicians 
whose practice includes the care of children. It is 
felt that intervention by them in known sadistic 
family patterns may well avert a later violent crime. 

Clearly, since the studies here reported are pre- 
liminary and not satistically valid, additional exten- 
sive and intensive work must be done with similar 
subjects. To this end, work is already under way by 
us with teen-age first-degree murderers. 


Summary 


Six prisoners convicted of first-degree murder and 
their parents consented to undergo investigation by 
the collaborative technique in a pilot study. White 
male prisoners were selected who were of at least 
average intelligence, from middle-class families, not 
members of a gang, not alcoholic or epileptic, and 
with neither organic disease of the brain nor a his- 
tory of psychosis. 

Remorseless physical brutality inflicted through 
the childhood and adolescence of the prisoner at the 
hands of parents was a common factor in four cases. 
The other two prisoners proved to have been psy- 
chotic at the time of the murder, and these two had 
not been treated with such gross brutality. 

Unconscious fostering by parents, such as has 
been described frequently in individual delin- 
quency, was not observed in these cases. Rather, 
the prisoners learned to behave like their brutal 
aggressors and learned by conscious example that 
violence was a solution to frustration. 

The need for family physicians and pediatricians 
to be aware of, and to intervene in, such brutal 
family patterns is emphasized with a view to pre- 
venting possible tragedy. 
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THIRTY-THREE 


In 1955, the concept of cardioesophageal sphinc- 
ter substitution by the interposition of a segment 
of jejunum between the esophagus and the stomach 
was presented.’ Included in this publication were 
case reports of patients in whom this operation had 
been performed for various lesions, mainly of the 
lower part of the esophagus. Since then, additional 
clinical experience has served to strengthen the 
validity of this concept. 

Previous publications from this laboratory have 
documented the experimental background for this 
procedure.’ From this work the following facts 
have evolved: The mucosa of the interposed jejunal 
segment in its new position exhibits a greater re- 
sistance to acid-peptic digestion than the mucosa 
of either the stomach or duodenum. By its peri- 
staltic activity, the interposed jejunal segment pre- 
vents the regurgitation of peptic juices into the 
esophagus and, thus, protects the esophagus from 
esophagitis. Jejunitis is likewise prevented by this 
peristaltic action, and the isoperistaltic jejunum 
provides a satisfactory conduit for the passage of 
food into the stomach. 

Consequently, the jejunal interposition operation 
has been utilized for a number of conditions where- 
in it is necessary to incise or excise the esophago- 
gastric junction. Most frequently, it has been used 
in reflux esophagitis with stricture in the presence 
of a traction type of hiatus hernia, but the pro- 
cedure has also been performed in patients with 
stenosing esophagitis without demonstrable hernia. 
In addition, the “interposition” operation has been 
used in patients with cardiospasm. In both situa- 
tions, the need is for a new sphincteric mechanism, 
in one instance because of incompetency and in the 
other because of spasm. Patients with life-endan- 
gering esophageal varices of the extrahepatic portal 
bed block type, after failure of previous surgical 
therapy, have constituted another small group in 
which this operation has been utilized. In the latter 
situation, the philosophy of this approach is based 
on the assumption that massive bleeding from 
esophageal varices may be precipitated by reflux 
esophagitis and that the varices may in themselves 
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It is now possible to excise the esophago- 
gastric junction for such conditions as reflux 
esophagitis with stricture with restoration of 
continuity and without fear of recurrent 
esophagitis. The operation here described 
involves the interposition of a segment of 
jejunum, from 15 to 48 cm. in length, with 
certain precautions taken to make sure of a 
good blood supply. Four anastomoses have 
to be made, the most crucial being that be- 
tween the esophagus and the jejunal segment. 
In a period of six years this interposition 
operation has been carried out in 33 patients. 
Four postoperative deaths occurred, and 
analysis of the case histories indicates that 
improvements in technique would reduce the 
mortality significantly. Among the other 29 
patients there has been no dysphagia, and 
the functioning of the interposed segment of 
jejunum has been studied by roentgen ray in 
patients up to six years after operation. All 
patients, including some with cardiospasm, 
esophageal varices, and lye stricture, were 
relieved to be able to swallow normally again, 
and the majority ate three meals a day, but 
6 established a pattern of eating five or six 
times a day, and 12 were apparently unable 
to vomit. The substitution of a segment of 
jejunum for the esophagogastric sphincter is 
a sound physiological procedure. 


prevent competency of the sphincter. The remain- 
ing conditions for which the operation has been 
used may be classified as miscellaneous, e.g., lve 
stricture, where there is need mainly for esophageal 
substitution, but for sphincteric substitution as well. 
No operations have been performed for histologi- 
cally malignant disease, although certain of the 
lesions encountered may have resulted in the even- 
tual death of the patient if the disease had been 
untreated. 

It is the purpose of this paper to analyze the 
early experience with and follow-up data of 33 
patients who have been subjected to the jejunai 
interposition operation and to describe briefly cer- 
tain surgical details which, with increased experi- 
ence, appear to be important. 


and 
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Operative Procedure 


The major details of the operative procedure 
have been described previously ' (fig. 1). Briefly, 
the patient is placed in the supine position with the 
left side slightly elevated at a 20-to-25-degree angle. 


Fig. 1.—Completed jejunal interposition operation, in- 
cluding bilateral vagotomy and Finney’s pyloroplasty. Note 
preservation of left phrenic nerve. 


A supraumbilical midline incision is extended into 
the left lateral portion of the chest through the fifth 
or sixth intercostal space. In dividing the dia- 
phragm, it is important to avoid severance of the 
phrenic nerve. Care is taken to identify the phrenic 
nerve within the pericardiophrenic fat pad. Once 
the nerve is isolated, the diaphragmatic incision 
is carried out medial to the main nerve trunk and 
lateral to the pericardial attachment with the dia- 
phragm down to the esophageal hiatus. This effects 
only division of the left sternal branch of the phren- 
ic nerve, thus denervating only a small anterior 
segment of diaphragmatic musculature and avoid- 
ing any major loss of pulmonary function.” Further- 
more, one should avoid overstretching the main 
phrenic nerve within its sheath. Therefore, it is 
important to dissect the nerve from the pericardium 
to a point high enough to avoid overstretching of 
the nerve when the chest cage is retracted for ex- 
posure. 

After the esophagus and a small portion of car- 
dia ventriculi have been excised, two main details 
in the selection and preparation of the jejunum 
demand attention. The first is the selection of the 
major jejunal artery which will supply the segment. 
The first or second jejunal arteries distal to the 
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ligament of Treitz are short and generally not used. 
The third or fourth jejunal arteries generally run 
independent of the major vein and are frequently 
chosen to supply the proximal segment. Here one 
must check the branches of the primary arcades to 
be sure that the junction between the intestinal 
arcades is adequate (fig. 2). 

While attention has been drawn to the arterial 
patterns, the venous patterns, particularly of the 
major veins, are of equal importance. Ordinarily, 
the smaller veins parallel the arterial channels; 
however, the main venous trunks draining the seg- 
ment may be spatially separated from the arterial 
trunk and must be divided with care separately. It 
is well to remember that the arteries, being thick- 
walled with high intraluminal pressure, will bend 
like a sapling where some pressure point exists on 
the segment. On the other hand, the veins, being 
thin-walled with low intraluminal pressure, may 
kink. Consequently, to avoid difficulty, a second 
detail of importance is to leave intact a border of 
mesentery along the cut edge of the segment which 
parallels the main vessels of the pedicle. This effects 
a protective zone to the vulnerable vein which may 
be twisted or injured. Additional length of the 
segment should not be attempted by stripping the 
vessels free of the leaves of the mesentery. It seems 
better to utilize a lower jejunal artery which af- 
fords a gain of from 5 to 15 cm. of jejunum. Ter- 


Superior 
mesenteric 
artery 
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_ Incorrect correct 
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Fig. 2.—A, schematic drawing of upper jejunum, show- 
ing division and mesenteric route of dissection in order to 
utilize third or fourth jejunal artery for jejunal segments 
vascular pedicle. B, four types of arcuate (primary) con- 
nections commonly found between major jejunal arteries. 
C, correct method of ligating distal jejunal stump, avoiding 
loss of dissipation or pulse pressure to segment. 


minal branches or collecting tubules of the jejunal 
arteries are direct branches of the primary arcades, 
which simplifies the decision as to the site of proxi- 
mal division of the mesentery close to the intestine. 

The jejunal segment is passed through an aper- 
ture in the avascular portion of the transverse 
mesocolon, posterior to the gastric fundus, and 
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elevated to the divided proximal esophagus. A care- 
ful check now should be made to be certain that 
the pedicle is free from rotation, kinking, or pres- 
sure. It should lie loose and easily in the open 
hiatus, without tension on its vasculature. The vari- 
ous anastomoses are carried out in a standard fash- 
ion and need no additional comment. 

In this series, the length varies from 15 to 48 cm., 
depending on body build, amount of esophagus 
resected, and anatomic arrangement of the jejunal 
vasculature. However, it is important that any ex- 
cess jejunum lies below the diaphragm after dia- 
phragmatic reconstruction. At this stage, it is 
important to suture the jejunal wall to the edge of 
the new diaphragmatic hiatus and condition the 
intraperitoneal arrangement of jejunum by an in- 
dwelling nasogastric tube in order to avoid any 
obstruction of the segment. 

In this series of 33 patients, in the first 2 the 
operation was done as a two-stage procedure and 
in 30 as a one-stage procedure. In one patient, who 
had a long esophageal lve stricture, the jejunal loop 
was brought up in the anterior mediastinum be- 
cause of technical difficulties associated with multi- 
ple previous abdominal procedures. A second-stage 
cervical esophagojejunal anastomosis then was 
performed eight weeks later. Also for technical 
reasons, in four patients a Heineke-Mikulicz pyloro- 
plasty was performed instead of Finney’s pyloro- 
plasty. The latter appears to provide more adequate 
gastric drainage and, in our experience, is the 
preferable ancillary drainage procedure accompany- 
ing vagotomy. 

Preliminary gastrostomy was carried out in two 
patients because of the need for laparotomy prior 
to cardioesophageal resection (complete esopha- 
geal obstruction from lve stricture in one patient 
and esophageal perforation in another ). Postopera- 
tive gastrostomy for gastric suction has not been 
found necessary, since a nasogastric tube is always 
inserted for the purpose of conditioning the ar- 
rangement of excess jejunum below the diaphragm. 

In patients with evidence of moderate weight 
loss, blood transfusions and high-calorie, high-pro- 
tein, liquid diets (often administered through the 
finest of polyethylene catheters in the presence of 
a tight stricture) aid in the preoperative manage- 
ment. 

Clinical Material 

From Oct. 1, 1952, through March, 1958, a period 
of five and one-half years, 33 patients were oper- 
ated on for various lesions of the esophagus or 
cardioesophageal sphincter. Table 1 shows in tabu- 
lated form the heterogeneous group of cases com- 
prising this series. The predominant lesion for 
which the operation was performed was _ peptic 
esophagitis. In these 20 patients, varying degrees 
of organic stricture were common to all with as- 
sociated dysphagia, substernal pain, heart burn, 
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dietary restriction, and weight loss. Repeated dila- 
tation had been performed in 11 of these patients. 
An additional five patients of this group had had 
previous attempts at transthoracic repair of hiatus 
hernia (table 1). 

Seven patients with symptomatic cardiospasm 
were operated on, four being treated primarily by 
excision and jejunal interposition, and three by this 
procedure after previous operative measures had 
failed to achieve satisfactory results. The remaining 
six patients required cardioesophageal replacement 
for the following conditions: esophageal varices, lve 
stricture, and operation-induced esophageal 
stricture which has been termed “iatrogenic” stric- 
ture. Previous major operations (excluding dilata- 
tion) in 11 patients are listed in table 1. 


TABLE 1.—Previous Major Operations in Eleven Patients 


Opera Pa 


tions tients, 


No No 

Peptic esophagitis with strieture 

lransthoracic hiatus hernia repair 
Cardiospasm 

Cardioplasty, type unknown 1 

Transthoracic hiatus hernia repair 1 
Grondahl procedure 1 

Subtotal gastrectomy (80°) l 

Heller esophagomyotomy 1 
Esophageal varices 

Splenectomy 1 1 

Subtotal gastrectomy (7 

Portoeaval anastomosis l 

Splenectomy 1 1 


Failed portocaval anastomosis 
Transesophageal ligation 1 
trogenic stricture 


Transthoracic hiatus hernia repair 1 


Total . ly 11 


The youngest patient in this series was 8 years 
and the oldest 75 years of age. Ten patients 
(33.3%) were between 60 and 75 vears of age. 
Twenty-one patients were men, with a sex ratio of 
2.2 men to 1 woman. 


Immediate Results 


Of the 33 patients operated on, a careful follow- 
up of 32 patients has been possible. Only one 
patient was lost to the study. This series is pre- 
sented as an early experience with a new procedure, 
and certain difficulties have been encountered as a 
natural consequence of learning. Table 2 reveals 
all the complications encountered. In each opera- 
tion, four anastomoses are performed. Thus, a total 
of approximately 130 anastomoses were carried out 
Three suture-line leaks occurred, and all were at the 
esophagojejunal anastomoses. Six major electrolyte 
disturbances occurred and have been included 
under hyponatremia, symptomatic or asympto- 
matic. Serum sodium levels under 128 mEq. per 
liter were present in all six patients, with three 
producing such symptoms as mental torpor, con- 
fusion, lassitude, and fatigability. Two patients 
required interval postoperative resection of un- 
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healed or ununited costocartilages at the junction 
of the thoracic and abdominal incision. These non- 
unions produced pain and/or unpleasant false 
motion of the chest and were relieved by simple 
excision. In one patient, a subscapular infection 
required partial scapulectomy and drainage. Car- 
diopulmonary complications have been surprisingly 
low, despite the somewhat advanced age of the 
majority of patients. Preoperative preparation, at- 
tention to details, and, especially, postoperative 
care of the tracheobronchial tree are most impor- 
tant. Tracheotomy was performed in three patients 
who were unable to manage excessive tracheobron- 
chial secretions. There were four postoperative 
deaths (12.1%). A brief summary of each case is 
presented here. 


2.—Complications After Jejunal Interposition 
Operation in Thirty-three Patients 
Compili- Fatal 
cations, ities, 
No No 
Cardiopulmonary 
Atelectasis 
Pneumonia 
Pleural effusion 
Empyema 
Pneumothorax 
Intestinal 
Esophayojejunal leak ........... 
Jejunal venous infarction .... 
Diarrhea, severe . 
Wound 
Superficial infection 
Deep infection . 
Electrolyte 
Hyponatremia, asymptomatic 
Hyponatremia, symptomatie ..... 
Miscellaneous 
Cut-down thrombophlebitis ..... 
Traumatie splenic rupture ... 
Ununited costocartilages ...... 
Subseapular infection .. 
Excessive tracheobronchial secretion 
Cerebrovascular accident .......... 


* Same patient 


Report of Cases 


Case 1.—A 75-year-old woman was operated on for peptic 
esophagitis, ectopic gastric mucosa, and stricture on Oct. 6, 
1954. Preoperative dilatation had been of no benefit. A 30- 
cm. jejunal segment was interposed between the esophagus, 
immediately below the aortic arch, and stomach combined 
with Finney’s pyloroplasty and bilateral vagotomy. On Oct. 
14, severe hypochloremic alkalosis was present with dehy- 
dration, shock, fever, left lower lobe atelectasis, and pneu- 
monia. Despite correction of electrolyte imbalance and 
administration of massive doses of antibiotics, death occurred 
on Oct. 19, 13 days after operation. 

Autopsy findings included left lower lobe atelectasis and 
pneumonia, mediastinitis with small abscess, and perforation 
of the distal part of the stomach with abscess (due to a hard, 
plastic tube penetrating the stomach wall), producing outlet 
obstruction of the stomach which abetted and perpetuated 
the electrolyte problem. 
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Since this experience, no plastic nasogastric tubes 
have been used in these patients. 

Case 2.—A 53-year-old man, a chronic alcoholic, was op- 
erated on for peptic esophagitis with stricture and traction- 
type hiatus hernia on Feb. 2, 1956. A 15-cm. jejunal segment 
was interposed between the lower part of the esophagus and 
stomach with bilateral vagotomy and Finney’s pyloroplasty. 
Fifteen hours after the operation, massive subcutaneous 
emphysema was present with respiratory insufficiency. Death 
occurred early on Feb. 7, 1956. 

An autopsy permit was not obtained. It is assumed that a 
major tracheobronchial leak existed in the presence of an 
occluded thoracotomy drainage tube. 


At surgery, there was obliteration of the pleural 
space due to visceroparietal adhesions. These were 
divided and the lung mobilized without evidence 
of air leak at that time. On the evening of surgery, 
subcutaneous emphysema was noted. The severity 
of this was not appreciated, and early the next 
morning extreme respiratory distress occurred, In- 
adequate nursing staff at this inopportune time 
resulted in delay of communication to the resident 
staff and the needless death of this patient. The 
obvious therapy needed was a tracheotomy and 
evacuation of trapped pleural air. This death was 
entirely preventable. 

Case 3.—A 56-year-old man was operated on for peptic 
esophagitis with stricture and traction-type hiatus hernia on 
Jan. 29, 1957. A 25-cm. jejunal segment was interposed be- 
tween the midesophagus and stomach at the level of the 
aortic arch. The procedure was prolonged due to venous in- 
farction of the first segment replaced by a second segment; 
the latter anastomosis was accomplished through a second 
thoracotomy incision. A right-sided hemiplegia with signs 
of cerebral anoxia was present the next day. The gastric tube 
drainage became bloody, amounting to 2,500 cc. by the 
second postoperative day, at which time death occurred. At 
no time was the patient’s general condition satisfactory for 
reexploration. 

Autopsy findings included cerebral thrombosis on the left 
side, both old and recent, pulmonary emphysema with healed 
pleuritis, and venous congestion (infarct) of jejunal segment 
with intestinal hemorrhage due te jejunal vein damage. 


This patient had had pulmonary emphysema of 
moderate degree, a cerebral vascular accident three 
months prior to operation, and treated syphilis with 
residual tabes dorsalis. Irrespective of the direct 
cause of death, he was a poor candidate for this or 
any other major surgical procedure, and the deci- 
sion to operate represents an error in surgical 
judgment. The need for a second thoracotomy inci- 
sion to facilitate the esophagojejunal anastomosis 
indicates the inadequacy of the exposure for an 
anastomosis directly under the aortic arch in the 
left thoracotomy incision in continuity with the ab- 
dominal incision. When an anastomosis must be 
made high under the aortic arch, separate abdomi- 
nal and right thoracotomy incisions now are advo- 
cated. 

Case 4.—A 53-year-old man was operated on for peptic 
esophagitis, stricture, and hiatus hernia on June 27, 1957. A 
26-cm. jejunal segment was interposed between the mid- 
esophagus and stomach, combined with Finney’s pyloroplasty 
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and bilateral vagotomy. Inadvertently the segment was ro- 
tated 360 degrees, and the esophagojejunal anastomoses had 
to be taken down. A second difficult anastomosis was ac- 
complished immediately under the aortic arch. Ineffectual 
coughing, atelectasis, and profuse secretions necessitated 
tracheotomy on the fifth postoperative day. On the seventh 
day, gastrointestinal bleeding occurred with evident pyo- 
pneumothorax on the right side. The patient died on July 4, 
1957, despite transfusions and the insertion of a thoracotomy 
tube in the right pleural cavity. 

Autopsy findings included mediastinal and right pleural 
empyema, esophagojejunal anastomotic leak with esophago- 
pleural fistula, severe tracheobronchitis, and left lobe pneu- 


monia. 

Again, this case shows that the proximal esopha- 
gojejunal anastomosis is the most critical anastomo- 
sis to perform. The higher the resection is, the more 


JEJUNAL INTERPOSITION—THOMAS AND MERENDINO 


TABLE 3.—Data in Twenty-five Patients Available for Follow-up Study After Jejunal Interposition Operation 
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tal strangulation while intoxicated, and the third 
died of a cerebral vascular accident. Unfortunately, 
no tissue was available for pathological study, due 
to circumstances associated with the death of each 
patient. 

Follow-up Analysis 


Table 3 is a tabulation of the critical features in 
each of the 25 patients (75.7%) available for fol- 
low-up study. 

Weight.—There was a gratifying weight increase 
in 68% of the patients, ranging from 10% to a high 
of 43.4% over the preoperative weight. The average 
gain of these 17 patients was 14.1% over the pre- 
operative weight. Eight (32%) of the series showed 
an average decline in weight of 6.2% (fig. 3). There 


Weight, 
Lb 
Follow 
up Pre. Post- Meals, 
Age. Period, oper- oper- No. pet 

(ase Yr Diagnosis Mo ative ative Day Swallowing 
is Esophagitis 63 117-138 3 Normal 

iv Esophagitis 130128 5 Slow delay 
3 a | Varices is 145 147 5-6 Moderate 

delay 

49 Cardiospasm 45 133 (146 Normal 

Varices 42 45) (150 3-4 Normal 
6 49 Esophagitis 40 1360127 3 Slow delay 
7 Esophagitis 38 130-170 Slow delay 
Stricture 36 143 «120 Normal 
4 70 Cardiospasm M4 114 120 , Normal 
10 ‘7 Esophagitis 34 141 150 3 Normal 
Esophagitis 29 120) «108 3 Normal 
2 61 Esophagitis 28 130 Delay 

13 37 Cardiospasm 26 4 951 3-5 Normal 
“4 Cardiospasm 3 Normal 
au Esophagitis 26 112. «110 3 Normal 
lt 4 Esophagitis 119 35 3 Normal 
17 10 Esophagitis 21 23 30 4 Normal 
Is 6s Esophagitis Is 125 38 3 Normal 
Iv 70 Esophagitis Ms 127 128 3 Normal 
Ny 7 Lye stricture 13 9 125 3 Normal 
1 7 Esophagitis 12 135 128 1-5 Delay 

2 Cardiospasm 10 3 Normal 
3 Esophagitis ISTE Normal 
24 73 Cardiospasin 41, 98 4 Delay 


41 Normal 


Lye stricture 


Dumping 
Syndrome 


Eurly Late 


No 
Yes 


Yes 


No 
Yes 
No 

Yes 
No 

Yes 
Yes 
Yes 
No 

Yes 


No 
No 
Yes 
Yes 
No 
No 
No 
Yes 
Yes 
Yes 
No 
No 


Diar- Indi- Vom- Aleo 

rhea gestion iting hol Comment and Results 
No 0 0 0 +++ Very satisfied 
No 0 Gas + +4 + Severe aleoholic neuritis, 

doubtful result 
No + 0 0 0 Not working; dissatisfiedt 
No 0 0 0 Working: satisfied 
Yes } 0 } + Student: very satisfled 
No 0 0 0 0 Satisfied 
Yes 0 ++4++4+ Chronie aleoholic: satisfied 
No 0 Gas 0 0 Very satisfied 
No Heartburn" Satisfied 
No 4 0 0 ++4+++ Chronie aleoholic: satisfied 
No 0 0 0 0 Very satisfied 
No 0 0 + 0 Very satisfied 
No OHeartburn*e 0 Anemia from previous 
gastrectomy; satisfied 
No 0 0 0 0 Very satisfied 
No 0 0 0 0 Very satisfled: appetite poor 
Yes 4. Gas 0 = Very satisfied 
Mongoloid child (institutional) 

No 0 0 0 Very satisfied 
No ( 0 0 Satisfled 
No 0 0 0 0 Very satisfied 
No 0 0 0 Satisfied: incisional chest pain 
No 0 0 Very satisfied 
No 0 0 0 Very satisfied 
No 0 0 0 0 Satisfied 


No Very satisfied 


In addition, 


difficult it is to secure an accurate two-layer anas- 
tomosis. As noted previously, it is now preferred 
to use a midline supraumbilical incision and a 
separate right thoracotomy incision for high intra- 
aortic arch anastomoses. 


Late Results 


There were three late deaths (9.1%), none ot 
which were attributable to the jejunal interposition 
operation. The interval from operation to death was 
6 months in a 59-year-old man, 12 months in a 
67-year-old man, and 23 months in a 72-year-old 
man. All three were severe chronic alcoholics; al- 
coholism was the direct cause of death in one 
patient. The cause of death in another was acciden 


Esophagoscopy done repeatedly, witb 1.0 regurgitation or esophagitis demonstrated 
t Operated on for esophageal varices 
mellitis became manitest 


extrahepatic type, with complicated course and prolonged hospitalization 
there have been two minor episodes of 


During hospitalization diabetis 


melena 


appears to be no significant increase or decline 
when plotting the postoperative interval against 
percentage weight gain or weight loss. The only 
correlation with respect to the time interval after 
operation is that, in general, a stationary level was 
reached and then maintained within a six-month 
period. During this period of time, dietary readjust- 
ments occurred and a distinctive pattern of calorie 
intake was established. Three of the patients in the 
weight loss group were severe alcoholics with ex 
tremely poor dietary habits. 

The majority of the patients had lost weight prior 
to operation; therefore, the correct or normal 
weight could not be adequately ascertained. None 
of the patients were severely debilitated or starved. 
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and the preoperative weight used for comparison 
reflected the best nutritional state possible prior to 
the operative procedure. The over-all pattern indi- 
cates a significant metabolic improvement. 
Meals.—During the first three to nine months, 
most of the patients experienced substernal and 
epigastric discomfort with ingestion of food quanti- 
ties approximating a normal-size meal and, there- 
fore, ate more frequently. After this period, the 
majority of patients ate three meals a day, corre- 
sponding to the normal eating habits of other 
members of their family. There appears to be no 
major restriction of any particular food, though 
three patients developed a definite dislike for dairy 
products, particularly milk. Of the entire group, six 
patients, all operated on over two years ago, have, 
at the time of writing, established a pattern of 
eating four to five times per day. 
Swallowing.—There was no dysphagia in the en- 
tire group. All of the patients expressed delight in 
the ability to swallow “normally” without pain, and 


% WEIGHT GAIN 
8 


° 


Hal. 


al {in 
my] 


8 
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O TO 2 YEARS 
POSTOPERATIVE INTERVAL 


2 TO 5 YEARS 


Fig. 3.—Weight gain or loss in 25 patients after operation. 


this is a most pleasant experience for this group of 
patients. Seven patients claimed that there was a 
delay in the swallowing mechanism. In three pa- 
tients, this was a definite though minor annoyance. 
In one patient, x-ray showed active peristalsis of 
the 20-cm. jejunal segment with rapid emptying of 
both jejunum and stomach. His subjective feeling 
of delay is, therefore, unexplainable. 

Figure 4 shows a sequence of a peristaltic wave 
outlined by barium swallow passing through a 
25-cm. jejunal segment which was interposed al- 
most six years ago in one patient. Although peri- 
stalsis remains active in these sequestrated seg- 
ments, there can be no doubt that the passage time 
of food through the jejunal segment is delayed over 
that of the proximal normal esophagus. Truly re- 
markable, however, is the high percentage (72%) 
of patients with subjective normal swallowing. The 
explanation of this essential normality in swallow- 
ing probably is the fact that the average bolus of 
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food swallowed does not overdistend the jejunal 
loop. Whereas swallowing of solid material was 
normal in most of the patients, many noticed an 
inability to drink fluids rapidly, since this produces 
an uncomfortable sensation in the substernal or 
epigastric regions. This probably produces rapid 
distention of the jejunum, and the symptoms are 
related thereto. 

Dumping Syndrome.—We define “dumping” as 
the occurrence of “sweating,” unpleasant warmth, 
subjective flushing, weakness, palpitation, nausea, 
or explosive diarrhea, with the onset within 15 
minutes after eating and lasting up to 45 minutes, 
relieved partially by lving down. Thirteen patients 
(52%) experienced one or more of these symptoms 
in varving degrees early in the postoperative peri- 
od. In only one patient was this incapacitating. A 
short period of hospitalization was required for 
management. Late dumping was present in three 
patients (13.3%) and was of no major significance. 
Two of these patients were troubled with the 
dumping syndrome only after eating sugar. The 
presence of Finney’s pyloroplasty may account for 
this. One additional patient, a severe chronic alco- 
holic, had frequent bouts of diarrhea, while six 
patients had occasional and transient episodes of 
diarrhea, possibly attributable to the vagotomy. 

Ability to Vomit.—The question has arisen as to 
whether these patients can vomit. Three patients 
(12%) were capable of true vomiting, i. e., the 
regurgitation of digested or partially digested, bit- 
ter tasting, bile-stained food from the stomach. 
Four other patients (16%) stated that they were 
able to regurgitate food, phlegm, or mucus, but 
only in small amounts and often immediately after 
eating. This does not represent true vomiting, but 
simply regurgitation from the esophagus or jejunal 
segment. 

In the remaining 18 patients, 12 (48%) were 
apparently unable to vomit. None felt that this is 
a disadvantage, and two patients expressed the 
opinion that there was a certain advantage in not 
being able to vomit. Five (20%) had no experience, 
and in one the information was not known. There 
was no correlation between the ability to vomit and 
the jejunal segment length or any other aspect of 
the surgical procedure. Experimentally, dogs with 
interposed jejunal segments demonstrated no ana- 
tomic lesions when sacrificed immediately after 
severe vomiting induced by apomorphine adminis- 
tration. 

Alcohol Intake.—Because alcohol provokes exces- 
sive acid-peptic secretion and therefore affords a 
severe test for the operative procedure, we have 
been particularly interested in the posioperative 
course of the chronic alcoholics who have been 
subjected to jejunal interposition. Of nine patients, 
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six are included in the follow-up group. Four 
were operated on over 22 months ago. One patient 
has had mild heartburn, particularly after drinking, 
but no esophagitis by esophagoscopy. The remain- 
ing three were very satisfied with their operation. 
The longest follow-up study in this regard was in 
a patient who was operated on over 69 months ago. 
Despite constant alcoholic ingestion and two hos- 
pitalizations for pellagra, he is completely asympto- 
matic. There is no doubt that vagotomy and 
Finney’s pvloroplasty reduce the ulcerogenic 
response of alcohol in the stomach; needless 
to say, it is an unphysiological stress agent and is in 
the same category as the stimulation of parenterally 
given histamine in the test dog.’ The overindul- 
gence in alcohol plus the associated lack of neutral- 
izing food in the stomach constitutes a severe test 
of the jejunum segment as well as the stomach and 
duodenum. 


Comment 


This study indicates that all patients have been 
cured of the disease for which the operation was 
performed. Consequently, the concept of sphincter 
substitution appears valid. Furthermore, any specu- 
lation concerning the ability of the jejunal segment 
to resist acid-peptic digestion has been negated by 
absence of any evidence of such pathology to date.’ 
Though sequestrated from the small intestine, such 
segments are capable of sending off afferent pain 
stimuli when affected by such factors as ulceration.’ 
There has been no evidence by history or repeated 
x-ray studies of any such difficulty in this group of 
patients. 

One gratifying result of operation has been the 
postoperative weight gain in almost 70% of patients. 
However, this was not a matter of great concern, 
tor the only possible detrimental metabolic effect 
of the operation is related to vagotomy and pyloro- 
plasty. These effects have been well documented 
and, in the main, are not of great moment. The 
other aspect of the operation is the repositioning of 
a small segment of jejunum interposed between the 
esophagus and stomach. As the stomach is intact 
and the admixture of food, gastric juice, bile, and 
pancreatic juice occurs in normal sequence, any 
disturbance in metabolic processes would indeed 
have been surprising. 

From the patient's viewpoint, the most important 
benefit of the operation is the ability to swallow 
without awareness of any abnormality. This was 
characteristic of the vast majority of patients. While 
it is true that some patients ate more slowly than 
normal, this was a minor annoyance in only three. 
This consequence of operation is not surprising, 
for the transit time of the passage of food through 
the normal esophagus aided by primary and sec- 
ondary peristaltic waves is very rapid; when the 
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food bolus reaches the jejunal segment, the latter 


is not neurogenically synchronized with the proxi- 


mal esophagus. Consequently, food is carried from 


the esophagojejunal junction into the stomach by 
an intestinal segment with a slower peristaltic pat- 
tern. It is surprising that so few patients were 


aware of any abnormality of swallowing. 


On the negative side, 14% of this group of pa- 
tients exhibited a mild form of dumping syndrome 
which in no way affected their health. Probably, 


¥ 


Fig. 4.—Views of swallowing sequence taken at two-sec- 


ond intervals, representing rapidity of action of jejunal seg- 


ment interposed on June 3, 1952. Redundancy noted in chest 


has not increased over that existing in early x-rays and has 


been eliminated in majority of subsequent cases. 


these symptoms are related to the pyloroplasty. 
Because the segment is short and the transit time 
rapid, the possibility of an osmotic effect seems 


remote.” In general, major surgical procedures alle- 
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viate a major disorder and the patient endures some 
other minor symptoms. The advantages gained by 
the operative procedures seem to outweigh by far 
the minor complaints encountered thus far in this 
study. 

As with many new operative procedures, one en- 
counters a high mortality. Additional experience 
usually results in a betterment on this score, sug- 
gesting that certain deaths were preventable. The 
mortality of 12.1% in this series is high. However, 
no patient with the proper indications has been 
denied surgery in an attempt to define the proper 
place for this procedure. Errors in judgment, sur- 
gical technique, and postoperative care have been 
made. The clinical experience gained should be 
reflected in less risk to subsequent patients. Atten- 
tion should be drawn, however, to the fact that 
one-third of the patients were in the sixth and 
seventh decades of life. Furthermore, these patients 
represent treatment failures on both medical and 
surgical grounds. In one-third of the patients, the 
interposition operation was the second, third, or 
fourth major operative attempt for alleviation of 
the patient’s disease. 

An additional factor worthy of comment in evalu- 
ating the risk of any operative procedure is related 
to the life history of the disease itself and the phil- 
osophy of the surgeon. The diseases for which this 
operation has been undertaken result in prolonged, 
severe disability and, frequently, death of the pa- 
tient over a period of time if untreated. Our philos- 
ophy has been to accept a higher risk in this group 
of patients in order to obtain a cure of the disease. 


Summary and Conclusions 


Over a five and one-half year period, 33 patients 
with various “benign” lesions of the esophagus and 
cardioesophageal sphincter have been subjected to 
the jejunal interposition operation. 

Certain features of the operative techniques have 
been emphasized to insure viability of the seques- 
trated and interposed segment, as well as preserva- 
tion of diaphragmatic function. The operative mor- 
tality of this series was 12.1%. 

The interposition of a physiological sphincter at 
the esophagogastric junction has prevented the 
occurrence of postoperative esophagitis after car- 
dioesophageal removal in all of the patients fol- 
lowed up in this series. Ninety-six per cent of the 
patients were improved after the operation. Eighty- 
eight per cent were classified as showing an excel- 
lent result. 

Normal swallowing was present in the majority 
of patients, with an incidence of 13.3% of late mild 
dumping syndrome and significant metabolic im- 
provement reflected in an average weight increase 
of 14.1% in two-thirds of the patients. 
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The jejunal interposition operation, by its very 
design, is a sound physiological procedure which 
satisfies the need for a substitute esophagogastric 
sphincter. The resistance of the jejunal mucosa to 
peptic digestion, the prevention of esophagitis, and 
the excellence of the jejunum for transporting food 
support the findings of the same experimental prep- 
aration in the laboratory. 


This study was supported, in part, by grants from the 
U. S. Public Health Service and Initiative 171 Funds from the 
State of Washington for Research in Biology and Medicine. 
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CLINICAL NOTES 


It has been apparent during the developmental 
phase of aortic valve surgery that further progress 
would come only when the aortic valve could be 
exposed for a sufficiently long period of time to 
allow for the proper evaluation of the pathological 
features and their definitive correction. In the past, 
partial correction with a high operative mortality 
has been obtained with the use of closed techniques 
or hurried procedures with the patient under hypo- 
thermia. 

With the advent of extracorporeal circulation with 
the use of a mechanical pump oxygenator, 12 pa- 
tients with aortic stenosis and regurgitation have 
been operated on during the past three vears. If 
the patient was fortunate enough to have primarily 
fibrous aortic stenosis which could be corrected 
within a relatively short period of time, such opera- 
tions could be successfully performed with use of 
elective cardiac arrest with potassium or acetylcho- 
line and retrograde coronary sinus perfusion. How- 
ever, if the valve was highly calcified or associated 
with regurgitation and the time required for the 
surgical correction of the stenosis and relief of the 
regurgitation by the addition of plastic cusps was 
greater than 20 minutes, then failure frequently 
ensued as a result of cardiac arrhythmias associated 
with the resulting myocardial anoxia. 

There was no operative mortality in six patients 
in whom the cardiac arrest was 20 minutes or less, 
contrasted with an 80% mortality in those patients 
requiring more than 20 minutes. The greater myo- 
cardial anoxia associated with the longer period of 
aortic valve exposure undoubtedly was the factor 
largely responsible for the failure. However, the 
valves in such patients were also the most severely 
destroyed and the myocardial reserve probably the 
poorest. Unfortunately, one cannot foretell in 
advance the time that will be required for definitive 
surgery. Direct coronary artery perfusion, providing 
a well-oxygenated beating heart in the patient here 
reported on, allowed successful exposure and cor- 
rection of the aortic valve throughout a 42-minute 
period. 


DIRECT CORONARY ARTERY PERFUSION FOR AORTIC 
REPORT OF TECHNIQUE 


Earle B. Kay, M.D., Louis R. Head, M.D. 


Cid Nogueira, M.D., Cleveland 


VALVE SURGERY 


Technique of Direct Coronary Artery Perfusion 


In the laboratory it was found that aortic occlu- 
sion with and without cardioplegic drugs would 
allow successful exposure of the valve for a period 
of 20 to 30 minutes with a return of a normal beat 
in 75% of the dogs. In our experience, retrograde 
coronary sinus perfusion with arterialized blood did 
not increase either the safetv or length of time over 
a 20-minute period that the aortic valve could be 
exposed. This technique also has the deleterious 
aspects of incomplete myocardial perfusion because 
of the anatomic arrangement of the coronary veins; 
in addition, it not infrequently causes considerable 
myocardial petechial hemorrhages. 

It soon became apparent that to be successful in 
the majority of instances requiring longer periods of 
time for definitive correction of the lesion and to 
avoid the undesirable features of the other tech- 
niques, the hypertrophied myocardium in these 
damaged hearts must be kept well oxygenated and 
beating. Consequently, for the past two vears we 
have been attempting to devise in the laboratory 
suitable cannulas for direct coronary artery cannula- 
tion and perfusion which does not interfere with the 
exposure of the aortic valve. 

After many failures with various types of can- 
nulas, a type was recently developed which appears 
to be suitable and which has been successfully used 
clinically. These cannulas, as demonstrated in the 
figure, consist of a set of two mounted on a flexible 
spring which gives rise to lateral pressure and which 
helps maintain the cannulas in place. This spring 
can also be adjusted to give maximum space be- 
tween the cannulas to allow for aortic valve ex- 
posure. The main advantage of these cannulas 
consists in a movable flexible tip that adjusts itself 
to the coronary artery irrespective of the position 
of the remaining arm of the cannula. This tip joins 
the cannula by means of a ball valve which is the 
movable part and which fits snugly into the orifice 
of the artery and prevents the retrograde loss of 
blood. The cannulas are further maintained in posi- 
tion by a suture passed around the coronary artery, 
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through the aortic wall, and around the cannula 
proximal to the ball valve. It is advisable to have at 
least two sizes of cannulas because of the variation 
in the size of the coronary arteries. 

The pertinent aspects in the use of these can- 
nulas for direct coronary artery perfusion during 
surgical correction in a patient with a combination 
of aortic stenosis and regurgitation are here de- 
scribed. 

Report of a Case 


A 30-year-old man, who weighed 180 Ib. (81.6 kg.), had 
his first attack of rheumatic fever at the age of 15 years. 
He remained well until the age of 28, when he began notic- 
ing increasing dyspnea on exertion. He had both a systolic and 
a diastolic murmur over the aortic valve. The blood pressure 
ranged around 140/30 mm. Hg. The roentgenograms re- 
vealed an enlarged heart with severe left ventricular hyper- 
trophy. The electrocardiogram revealed the presence of 
left ventricular overloading, a first degree atrioventricular 
block, and remote anteroseptal myocardial damage. 

On April 24, 1958, the patient was operated on by means 
of extracorporeal circulation with the Kay-Cross rotating 
disk oxygenator. A harsh systolic thrill could be palpated 
in the base of the ascending aorta, which was markedly 
enlarged and measured 2 in. in diameter. Pressures in the 
aorta were 170/30 mm. Hg. The machine was then started 
with a perfusion rate of 3,500 cc. per minute. The ascend- 
ing aorta was cross-clamped, 820 mg. of acetylcholine was 
injected, and the aortic valve was exposed through a Meyer's 
hockey stick incision. The coronary arteries were then can- 
nulated and perfused with 150 cc. of arterialized blood 
per minute. This was gradually increased to 350 cc. per 
minute. After approximately one minute, normal cardiac 
rhythm was established and maintained throughout the 
procedure, which lasted for 42 minutes. The acetylcholine 
was used as a safeguard in the event that it might take 
unduly long to perform the coronary artery cannulations; 
its use probably is not necessary. 

The aortic valve was highly calcified and showed evidence 
of both stenosis and regurgitation. Large chunks of calcium 
were removed from the left lateral and anterior cusps, which 
were also markedly shrunken and fibrotic. The other two 
commissures were widely opened. The posterior cusp was 
fairly pliable but tended to herniate toward the ventricular 
cavity. This cusp was supported in its anatomic position 
by sutures at the adjacent commissures, which also included 
the annulus. The regurgitation was then corrected by the 
addition of a cusp of compressed Ivalon (16 to 1 mm.) 
fixed by interrupted sutures to the aortic side of the left 
lateral and anterior cusps. This allowed for complete apposi- 
tion of the cusps. The aortic incision was closed except for 
1 cm. through which the cannulas were removed. The aortic 
suture was then finished, followed by removal of the aortic 
clamp and cessation of use of the machine. The mean 
arterial pressure as registered in the superficial femoral ar- 
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tery manometer continued to be 100 mm. Hg. Pressures 
again recorded in the ascending aorta were now 130/80 
mm. Hg. 

The patient’s postoperative course was uneventful, and 
he has made an excellent recovery with relief of symptoms 
and a decrease in heart size. The blood pressure four 
months postoperatively was 140/100 mm. Hg. 


Summary 

Successful open aortic valve surgery has been 
limited in the past because of lack of a suitable 
technique for maintenance of an oxygenated myo- 
cardium and a beating heart which has necessitated 
hurried and partial valvular corrections. The tech- 
nique of direct coronary artery perfusion through 
especially devised cannulas allows all the time 


Two sizes of special coronary artery cannulas for direct 


coronary artery perfusion. 


necessary for definitive correction of aortic stenosis 
and regurgitation, maintains well-oxygenated 
beating myocardium, and avoids the disadvantages 
and complications inherent in elective cardiac arrest 
and retrograde coronary sinus perfusion. It is felt 
that this new technique will greatly increase the 
success of aortic valve surgery. 


10465 Carnegie Ave. (Dr. Kay). 


HE CONSTIPATED COLON.—Most writers when writing about constipation 
begin their discourse by dividing the cases into two groups, one with a sup- 
posedly atonic colon and the other with a spastic colon. I am satisfied that this 
classification is without much basis in fact. For years I had roentgenologic friends 
watching for a case of what they could feel sure was atonic constipation, but they 
never found one for me. That is why, 40 years ago, I decided that the ancient division 
of constipated colons into the atonic and the spastic should be forgotten. As far as I 
can remember, it never helped anyone when treating constipation.— W. C, Alvarez, 
M.D., The Physiology of Constipation, Diseases of the Colon & Rectum, September- 


October, 1958. 
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INTOXICATION 


Primidone (Mysoline), 5-phenyl-5-ethylhexahy- 
dropyrimidine-4,6-dione, is an anticonvulsive agent 
which has been used successfully in the treatment 
of grand mal epilepsy and is reported to have con- 
trolled seizures in cases refractive to other anti- 
convulsant therapy. It is not an official drug, but 
was included in New and Nonofficial Remedies of 
1957. It is marketed in oral tablets of 0.25 Gm.; the 
daily dose for adults is 0.5 to 1.5 Gm. It is a conge- 
ner of phenobarbital, in that the oxygen on the 
second carbon has been reduced with hydrogen. In 
this respect it is similar to 2-dihydro 5,5-dipheny]- 
hydantoin, the congener of diphenylhydantoin, 
which was shown to be an effective anticonvulsant 
by Hine.’ 

Side-eftects have been reported * to be more fre- 
quent than with phenobarbital and include the 
usual signs and symptoms of anticonvulsant drug 
toxicity, including dizziness, nausea, vomiting, 
ataxia, mood change, and pruritic rash. Toxic side- 
effects are stated to be controlled by reduction of 
dosage. However, its therapeutic status and toxic 
petentialities have not been entirely established. Its 
biotransformation in the body has not been com- 
pletely elucidated, but a product identified as 
phenylethyl malony] diamide has been identified in 
the urine of rodents receiving this compound, and 
recently Butler and Waddell * have published evi- 
dence that it is converted in part to phenobarbital 
in man and dog. 

In the following report we are citing three cases 
of drug intoxication which have been observed in 
epileptics on a primidone regimen and suggest that 
the intoxication was principally due to the conver- 
sion of this compound in vivo to phenobarbital. 


Case 1.—This 24-year-old housewife had had three pre- 
vious admissions for diagnostic study, and had been followed 
in the outpatient clinic for a period of a year and a half 
The symptoms 18 months previously were right-sided sei- 
zures with loss of consciousness. Electroencephalograms 
(EEG) repeated on several occasions were interpreted as 
being nonspecific; however, pneumoencephalograms  sug- 
gested a space-consuming lesion in the left cerebrum. Her 
seizures had been partially controlled, being less frequent in 
number, with modification of the seizure pattern. Medication 
for the three months prior to the present admission included 
primidone, 250 mg. three times a day, and methoin ( Mesan- 
toin), 250 mg. in the morning. 

On admission she was noted to be mentally confused, and 
she had a staggering gait, psychomotor retardation, and 
dysarthria. A bilateral horizontal nystagmus was noted, and 
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anisocoria. Superficial reflexes were absent and knee and 
ankle jerks hypoactive. Other findings were not remarkable 
EEG tracings appeared less stable than previously, and focal 
changes consisting of high-voltage irregularity and asynchro 
nism appeared to center in the low frontal, procentral, and 
anterior temporal regions on the right. All medication was 
stopped on admission, and 24 hours later 5 ml. of blood was 
taken for drug analysis. The sample was analyzed by the 
method of Plaa and Hine.* The ultraviolet absorption curves 
after separation into the two fractions indicated the presence 
of a barbiturate and a hydantoin. Subsequent characteriza- 
tion of the barbiturate® indicated the presence of a com- 
pound with the ultraviolet characteristics of phenobarbital 
The whole blood level of barbiturate was 4 mg. %. The hy- 
dantoin level was below that capable of quantitation by this 
method (0.2 mg. %). Four days later, the patient had be- 
come asymptomatic and free of her presenting signs and 
symptoms. The medication was readjusted to include di- 
phenylhydantoin and mephobarbital ( Mebaral ) 


Cast 2.—This 8-year-old child was admitted to the pedi- 
atric service of the University of California Hospital in De- 
cember with the chief complaint of seizures. These had first 
commenced at the age of 4 and had gradually increased in 
frequency until they were described as occurring “every few 
minutes” during waking hours, especially when the patient 
was inactive. Physical examination on admittance indicated 
a well-developed, thin, mildly retarded boy in no distress 
The skin revealed a small abrasion of the left forehead and 
lower lip; enlarged cervical and inguinal lymph nodes were 
present; the skull revealed no deformity; the pupils wer 
round, regular, equal, and reacted to light; extraocular move- 
ments were normal; fundi revealed no pathology. Neuro- 
logical examination was physiological. Hemogram indicated 
hemoglobin level of 14 Gm. per 100 cc. and white blood cell 
count, 10,000 per cubic millimeter, the differential showing 
25% eosinophils. Routine tuberculin and Schick tests were 
negative; repeated urine analysis was not remarkable, nor 
was lumbar puncture. Stools contained Endolimax nanacysts 
Psychometric examination indicated a full-scale 1Q of 65, ac- 
cording to the Wechsler intelligence scale for children 

During the first 45 days of the 65-day hospital course, 
seizures were frequent and difficult to control. Medication 
was repeatedly readjusted in an effort to arrive at an ade- 
quate combination. On the 46th hospital day, he was placed 
on therapy with primidone, 250 mg. twice a day, which was 
subsequently increased to three times a day; diphenylhydan- 
toin was added to the regimen. On Feb. 7 an additional 125 
mg. of primidone was given at bedtime; on Feb. 8 phensuxi- 
mide (Milontin) was also given, 500 mg. three times a day 
On Feb. 9 all therapy was discontinued, since ataxia and 
generalized incoordination indicated possible drug intoxica- 
tion. The barbiturate level in the blood was 5.8 mg. € at 
this time, and the ultraviolet absorption characteristics again 
indicated phenobarbital 


Caste 3.—This 44-year-old boy was first admitted to the 
University of California Hospital in February. His chief com- 
plaint was convulsions. The history furnished by his mother 
indicated that there had been no neonatal complications and 
that he had been born after uncomplicated labor and de- 
livery, weighing 7 lb. 12 oz. (3.515 Gm.). He had done well 
until six months previously, when he suddenly developed 
seizures characterized at first by foaming at the mouth and 


and 
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loss of consciousness for 15 to 30 seconds. The seizures oc- 
curred approximately 20 to 30 times a day. He was started 
on therapy with phenobarbital, which was replaced in a 
month’s time by diphenythydantoin, 50 mg. three times a 
day; trimethadione (Tridione), 50 mg. four times a day; and 
phenobarbital, 30 mg. four times a day. Convulsions in- 
creased in frequency, however, and he started having focal 
seizures involving the right side of his mouth and the right 
arm and leg. He had been hospitalized four months earlier 
in another hospital, where a pneumoencephalogram and 
skull x-ray did not clarify the clinical picture. He was main- 
tained on therapy with the above drugs and did fairly poor- 
ly, having 10 to 12 seizures a day, A number of medica- 
ments were tried with varying degrees of success. He had 
been on therapy with primidone, 750 mg. daily, phensuxi- 
mide, 500 mg. daily, and phenobarbital 45 mg. daily, with 
restriction of salts and fluids, for two months prior to admis- 
sion. During the past six weeks his speech had been slurred 
and he had been ataxic. He was referred for regulation of 
his medication and treatment of possible drug intoxication. 
He improved rapidly in the ward, and in one week's time 
his ataxia and slurred speech disappeared and he had no 
seizures. Blood analysis for therapeutic agents 24 hours after 
admission indicated the presence of a barbiturate. Ultra- 
violet absorption characteristics were similar to those of 


phenobarbital and the whole blood level was 4.0 mg. %. 
Experimental Work 


Since these findings indicated a possible bio- 
transformation of primidone to a barbiturate re- 
sembling phenobarbital, limited experimental work 
was initiated to gather further evidence of this 
biotransformation. The ultraviolet characteristics of 
primidone excluded the possibility of interference 
by this compound with the absorption spectra of 
phenobarbital. 

A group of rats was injected daily with 100 to 150 
mg. of primidone and the urine was collected for 
five days. A portion of the urine was acidified and 
extracted several times with chloroform. The chlo- 
rotorm extracts were then combined and washed 
with phosphate buffer, pH 7.5. The chloroform was 
extracted with dilute sodium hydroxide; the alkaline 
extracts were acidified and further extracted with 
chloroform. The final chloroform extracts were 
evaporated to dryness. Paper chromatograms of the 
residue were prepared, according to the procedure 
of Algeri and Walker.* Subsequent contact ultra- 
violet photography of the dried chromatograms re- 
sulted in development of a spot in that position 
normally occupied by phenobarbital. Alkaline elu- 
tion of this zone with subsequent determination of 
the ultraviolet spectra and absorbence ratios indi- 
cated that this zone contained a barbiturate with 
the ultraviolet characteristics of phenobarbital.’ 


Comment 


Our data give good presumptive evidence that 
primidone is metabolized, in man and rats, to a 
barbiturate and that this barbiturate is, or closely 
resembles, phenobarbital. Our findings coupled with 
Butler's observation in man and dog leave little 
doubt that the metabolite is phenobarbital. 


J.A.M.A., Nov. 29, 1958 


Whenever a patient is treated on an ambulatory 
basis, there is a possibility that the patient had 
access to other drugs and is reluctant to admit their 
use. This possibility was present in cases 1 and 3. 
In case 2, however, the possibility that phenobarbi- 
tal was ingested is absent, since the patient was 
hospitalized during the entire course of therapy 
with primidone. 

From our own studies “ on blood levels of pheno- 
barbital in epileptics, we have found that the level 
determined in each of these cases is compatible with 
the signs of barbiturate intoxication. In case 3, the 
patient was taking 45 mg. of phenobarbital daily in 
addition to the primidone. However, by our meth- 
ods of analysis this amount would be barely detect- 
able normally (about 0.2 mg. %), consequently the 
4.0 mg. % measured must be a reflection of the 
phenobarbital contribution from the biotransforma- 
tion of the primidone (250 mg. three times a day). 

In our opinion, the biotransformation of pri- 
midone to phenobarbital was the cause of the 
observed drug intoxication in these three cases. It 
was noted that the signs of toxicity did not occur 
on commencement of the regimen, but took a mat- 
ter of weeks to develop. Whether this time lag 
reflects an accumulation of phenobarbital or an 
increased percentage transformation of primidone 
to phenobarbital remains to be elucidated. Whether 
the anticonvulsant properties of primidone are due 
to this biotransformation also remains to be deter- 
mined. 

Finally, we recommend that anticonvulsant regi- 
mens of primidone be evaluated by the physician 
in terms of the potential drug intoxication through 
its biotransformation to phenobarbital. 
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COUNCIL ON DRUGS 


NEW 


AND NONOFFICIAL 


Monographs and supplemental statements on drugs described here and in subsequent edi- 


DRUGS 


tions of New and Nonofficial Drugs are based on the evaluation of available scientific data 


and reports of investigations. 


Rabies Vaccine (Duck Embryo).—A sterile, freeze- 
dried suspension of killed rabies virus prepared 
from whole duck embryo infected with this virus, 
chemically inactivated, and preserved with 1: 10,000 
thimerosal. Rabies vaccine (duck embryo ) is stand- 
ardized for potency by active immunization of mice 
according to specifications of the National Institutes 
of Health. 

Actions and Uses.—Rabies vaccine (duck em- 
bryo) is used prophylactically for active immuniza- 
tion against rabies, usually during the incubation 
period after exposure. Its immunizing capacity 
compares favorably with that of older vaccines pre- 
pared from animal nervous tissue; prompt antibody 
responses are produced after subcutaneous injection 
of the duck embryo preparation. The indications 
for or against giving rabies vaccine frequently are 
difficult to define because of the impossibility of 
determining what exposure has actually occurred. 
In determining whether to institute vaccine ther- 
apy, the following factors should be taken into con- 
sideration, as opposed to the risk of paralytic or 
other complications from the vaccine itself: 1. Ap- 
proximately 20% of persons bitten by animals 
known to be rabid have developed rabies if not 
treated with rabies vaccine. 2. If clinical symptoms 
of rabies develop, the disease is 100% fatal; there 
is no specific therapy. 3. Rabies rarely occurs unless 
the person actually has been bitten by the animal. 
The need for treatment must be weighed against 
the risk of the treatment itself. In general, the man- 
agement of patients exposed to supposedly rabid 
animals should follow the recommendations set 
forth by the Expert Committee on Rabies of the 
World Health Organization (WHO Technical Re- 
port Series, No. 121, 1957). 

Aside from the inconvenience of daily injections 
and the occurrence of local reactions, the princi- 
pal deterrent to the use of the older nervous tissue 
vaccines has been the danger of severe neurologi- 
cal or paralytic phenomena. These have included 
peripheral neuritis, dorsolumbar myelitis, and acute 
ascending spinal paralysis. Such reactions result 
from sensitization to foreign brain tissue rather 
than from sensitization to the fixed virus antigen. 
Since experiments have shown that duck embryo 
tissue contains little, if any, of the “paralytic 


H. D. Kaurz, M.D., Secretary. 


factor,” it is believed that the danger of neurologi- 
cal side-effects is materially reduced by the use of 
the duck embryo vaccine. 

Mild to severe local erythematous reactions have 
been observed in about one-third of the patients 
to whom rabies vaccine (duck embryo) has been 
administered. In addition to the local erythema, pa- 
tients may exhibit inflammation and induration at 
the site of injection, regional lvmphadenopathy, 
and, occasionally, giant urticaria. Much more rarely, 
a systemic type of reaction characterized by ma- 
laise, febrile episodes, and chills may be observed. 
Although cross sensitization between duck protein 
and chicken protein is rare, caution should be ob- 
served in administering the duck embryo vaccine 
to persons known to be sensitive to egg, chicken, 
or chicken feathers. From the standpoint of over- 
all clinical safety, the duck embryo vaccine is con- 
sidered to be a decided improvement over the older 
rabies vaccines prepared from the nervous tissue 
of animals. 

Dosage.—Rabies vaccine (duck embryo) is ad- 
ministered subcutaneously. The freeze-dried pow- 
der is mixed with sterile water for injection; 1 cc. 
of the resulting suspension is injected beneath the 
skin of the abdomen each day for 14 days. A 23- 
gauge or 24-gauge needle, approximately one-half 
to three-fourths inches long, should be used and 
the site of injection varied for each dose. 

Preparations: powder (injection) vielding one dose with 
1 ce. of sterile diluent. 

Applicable commercial name 
Embryo ) 

Eli Lilly & Company cooperated by furnishing scientific 


data to aid in the evaluation of rabies vaccine (duck em- 
bryo). 


Rabies Vaccine (Duck 


Sulfamethoxypyridazine.—N '-( 6-Methoxy-3-pyri- 
daziny] ) sulfanilamide.—3-Sulfanilamido-6-methoxy- 
pyridazine.—The structural formula of sulfamethoxy- 
pyridazine may be represented as follows: 


HaN SOsNH77 


Actions and Uses.—Sulfamethoxypyridazine is of 
value for the chemotherapy of urinary tract infec- 
tions and systemic infections due to micro-organ 
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isms susceptible to the bacteriostatic action of 
sulfonamides. The drug is rapidly absorbed from 
the gastrointestinal tract and is co ugated to a 
minimal degree in the body; 40 to 7u e of the total 
blood sulfonamide is present in the acetylated form; 
30 to 60% of the administered dose is excreted in 
the urine in the free form. Sulfamethoxypyridazine 
is distinguished from other sulfonamides by its ex- 
ceptionally slow rate of excretion. Maximum blood 
levels are reached within a few hours after the 
oral administration of 1 Gm., and this high level is 
maintained for about 10 hours. Thereafter, blood 
levels fall slowly; at the end of 24 to 48 hours, blood 
levels are about half of the maximum. After 96 
hours they reach one-eighth to one-fourth the max- 
imum levels. Because of this long duration of ac- 
tion, lower dosage and less frequent administration 
are required than with other sulfonamides. 

Except for a diminished incidence of renal toxic- 
ity, the same general type of side-effects and un- 
toward reactions may be expected with sulfame- 
thoxypyridazine as with other sulfonamides. Hence, 
the drug should be used with the same precautions 
and is subject to the same contraindications as other 
agents of this class. (See the general statement on 
sulfonamides in New and Nonofficial Drugs. ) 

Dosage.—Sulfamethoxypyridazine is administered 
orally. Since it produces high, prolonged blood lev- 
els, it is imperative that the recommended doses, 
which are much lower than with other sulfona- 
mides, are not exceeded. For mild to moderate in- 
fections, the initial dose for adults is 1 Gm. the first 
day, followed by 500 mg. every day thereafter or | 
Gm. every other day. In severe infections, as much 
as 2 Gm. may be given to adults on the first day, 
followed by 500 mg. every 24 hours. Dosage for 
children is reduced in proportion to body weight. 
Therapy should be continued for five to seven days 
or until the patient is asymptomatic for 48 to 72 
hours. 

Preparations: tablets 500 mg. 

Applicable commercial names: Kynex, Midicel. 

Lederle Laboratories Division, American Cyanamid Com- 
pany, cooperated by furnishing scientific data to aid in the 
evaluation of sulfamethoxypyridazine. 


Acetyl Sulfamethoxypyridazine. — N'-Acetyl-N’- 
(6-methoxy-3-pyridaziny] )sulfanilamide. — 3-(N’- 
Acetylsulfanilamido )-6-methoxypvridazine. — The 
structural formula of acetyl sulfamethoxypyridazine 
may be represented as follows: 


9 
HeN <> SOzN(C CHa) 77> 
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Actions and Uses.—Acetyl sulfamethoxypyrida- 
zine has the same actions and uses as the parent 
sulfonamide, sulfamethoxypyridazine, except that it 


is tasteless and is therefore better suited to pediat- 
ric use as a liquid medication. (See the monograph 
on sulfamethoxypyridazine. ) 

Dosage.—Acetyl sulfamethoxypyridazine is ad- 
ministered orally. The dose for children is 250 mg. 
for each 20 Ib. (9 kg.) of body weight and is given 
immediately after a meal on the first day. There- 
after, the dose is 125 mg. per 20 Ib. of body weight, 
given immediately after a meal once daily or, al- 
ternatively, 250 mg. per 20 Ib. of body weight every 
other day. For children weighing 80 Ib. (36.3 kg. ) 
or more and for adults, the dose of acetyl sulfa- 
methoxypyridazine is the same as for the unacety- 
lated drug, sulfamethoxypyridazine. 

Preparations: suspension (oral) 25 mg. per cc. 

Applicable commercial name: Kynex Acetyl. 

Lederle Laboratories Division, American Cyanamid Com- 
pany, cooperated by furnishing scientific data to aid in the 
evaluation of acetyl sulfamethoxypyridazine. 


Triflupromazine Hydrochloride. — 10-(3-Di- 
methylaminopropy] ) -2-( trifluoromethy! ) phenothia- 
zine hydrochloride.—The structural formula of tri- 
flupromazine hydrochloride may be represented as 
follows: 


CHeCHeCHeN_ * HCI 
H 


Actions and Uses.—Triflupromazine hydrochlo- 
ride is identical in chemical structure to chlorpro- 
mazine hydrochloride except that it contains a tri- 
fluoromethyl group rather than a chlorine atom at the 
2 position of the phenothiazine ring. It is perhaps 
more closely allied in actions and uses to chlorpro- 
mazine than any of the other phenothiazine deriva- 
tives currently in use. Equivalent pharmacological 
and clinical responses can be elicited with doses of 
triflupromazine that are less than those of chlorpro- 
mazine, thus indicating a greater potency for the 
former compound. 

Triflupromazine is useful as an adjunct to the 
management of various acute and chronic psycho- 
ses, particularly those associated with excessive psy- 
chomotor activity and overt hostility as in schizo- 
phrenia, mania, senile and toxic psychoses, and in 
alcoholism. The drug is reported to ameliorate such 
psychic symptoms as hallucinations and delusions 
and to control agitation, anxiety, tension, panic, 
hostility, and aggressiveness in appropriate cases. 
It is also of value in facilitating rapport with the 
psychiatrist and making the patient more amenable 
to psychotherapy. The drug should not be given 
to patients with depressive-obsessive states, nor is it 
intended for use in simple neuroses or relatively 
minor emotional disorders. In common with other 
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phenothiazine compounds, triflupromazine exerts a 
significant antiemetic effect and is effective for the 
control of nausea and vomiting of varied etiologies. 

In general, triflupromazine seems to compare 
well with chlorpromazine, with respect to the over- 
all incidence of side-effects and untoward reactions. 
Phenothiazine-induced jaundice associated with tri- 
Hupromazine has been exceptionally rare. Only one 
reported instance of granulocytopenia associated 
with the administration of triflupromazine has been 
reported. In view of the phenothiazine structure of 
triflupromazine, physicians using this drug should 
be alert to signs of hematopoietic depression; rou- 
tine blood cell counts are advisable during therapy. 
Excessive sedation and drowsiness are apparently 
less with triflupromazine than with chlorpromazine; 
hypotension and tachycardia may also occur some- 
what less frequently. The most common side-effect 
to the drug is a parkinsonian syndrome, with motor 
disturbances and extrapyramidal symptoms. This 
reaction generally subsides upon reduction in dos- 
age and/or administration of an antiparkinsonian 
drug. Other reported side-effects include blurring 
of vision, dizziness, nausea, epigastric distress, 
weakness, weight gain, insomnia, allergic reactions, 
and photosensitivity. Triflupromazine is contraindi- 
cated in patients under the influence of large 
amounts of alcohol, barbiturates, or opiates. 

Dosage.—Triflupromazine hydrochloride is ad- 
ministered orally and, occasionally, intramuscular- 
ly or intravenously. Optimal dosage varies from pa- 
tient to patient and should be determined on an 
individual basis. For adults, the usual initial oral 
dose is 25 mg. three times daily. This dose may 
then be increased gradually until a satisfactory clin- 
ical response has been obtained or until side-effects 
become a problem. For children and geriatric pa- 
tients, the usual oral dose is 10 mg. three times a 
day. 

For rapid effect in severely agitated patients or 
in severe nausea and vomiting, triflupromazine hy- 
drochloride may be given parenterally. Dosage by 
the intramuscular route ranges from 20 to 50 mg. 
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three times a day; single intravenous doses range 
from 2 to 10 mg. Oral therapy should be substituted 
for parenteral injection as soon as feasible. 


Preparations: emulsion (oral) 10 mg. per ce.; solution 
(injection) 20 mg. in 1 cc.; tablets 10, 25, and 50 mg 
Applicable commercial name: Vesprin. 
E. R. Squibb & Sons, Division of Olin Mathieson Chemical 
Corporation, cooperated by furnishing scientific data to aid 


in the evaluation of triflupromazine hydrochloride. 
Use of Nicotinic Acid in Hypercholesteremia 


The Council was requested to evaluate the use- 
fulness and safety of large oral doses of the vitamin, 
nicotinic acid ( Niacin), for the treatment of hyper- 
cholesteremia. The rationale for such use of the 
drug stems from the statistical relationship which 
is commonly accepted to exist between elevated 
serum cholesterol levels and the clinical manifesta- 
tions of atherosclerosis. There seems to be little 
doubt that nicotinic acid, when given in large doses 
to hypercholesteremic subjects, will frequently 
bring about a marked reduction in cholesterol lev- 
els; the lowering of cholesterol is less impressive in 
subjects with normal or near normal levels. Theo- 
retically, sustained reduction of circulating choles- 
terol levels appears to be desirable. However, to 
date, there is no valid evidence that lowered blood 
cholesterol levels cause clinical improvement of the 
patient. Although the large doses of nicotinic acid 
(3 to 6 Gm. per day) emploved for the treatment 
of hypercholesteremia have not been associated 
with serious toxic effects, the possibility of adverse 
reactions should be kept in mind. Pending the ac- 
cumulation of evidence to show a bona fide bene- 
ficial effect in patients, either from the viewpoint 
of prophylaxis or therapy of atherosclerotic cardio- 
vascular disease, the use of nicotinic acid for pur- 
poses other than the prevention or treatment of pel- 
lagra must be considered experimental. 

The Council voted to expand New and Nonoffi- 
cial Drugs to describe the use of nicotinic acid in 
hypercholesteremia. 

Eli Lilly & Company cooperated by furnishing scientific 
data to aid in the evaluation of this additional use of nicotinic 
acid, 


was made of the cases of 93 patients with burns covering more than 20 per cent 


of the body surface who were treated at the San Francisco City and County 


Hospital, University of California Service, between 1943 and 1956. The mortality rate 


increased from 40 per cent during 1943-1947 to 69 per cent during 1952-1956. A sig 


nificant change in survival time was noted: During 1943-1947, 69 per cent of the 


deaths occurred within 48 hours of admission; during 1952-1956, only 19 per cent of 


the deaths occurred within the first 48 hours. In the period 1943-1947 the majority of 


deaths resulted from shock in the immediate post-burn period; in the later years of 


the study the major cause of death was infection. 


. . No patient who had a blood 


culture positive for bacteria survived. The use of antibiotics had no effect on the 


incidence of infection. Elderly patients, children and alcoholics were less able to 
resist the effects of infection.—A. G. Clark, M.D., and J. H. Hanson, M.D., Mortality 
Rates in Patients with Burns: A Report of Experience at San Francisco City and 


County Hospital, 1943-1956, California Medicine, September, 1958. 
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The following is one of the six papers presented at the symposium on “Nutrition in Preg- 
nancy” in Columbia, Mo., Oct. 11, 1957. This symposium was sponsored by the Council on 
Foods and Nutrition, with the cooperation of the Boone County Medical Society, the Univer- 
sity of Missouri School of Medicine, and the Adult Education and Extension Service of the 


University of Missouri. 
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MATERNAL NUTRITION AND THE FETUS 


Ray Hepner, M.D., Columbia, Mo. 


Each generation has a genetic and environmental 
background of experience, even at birth. The con- 
stant improvement in livestock production has 
proved the practicality of research applied to re- 
productive problems in mammals. Human losses in 
the newborn period are now the third leading med- 
ical cause of death in the United States, and these 
statistics exclude stillbirth, miscarriage, and surviv- 
ing damaged children. When prematurity, still- 
birth, and the great tragedy, the surviving damaged 
child, are considered, together with unnecessary 
maternal illness and morbidity or death of liveborn 
children, we find ourselves faced with an im- 
mensely complex, yet perfectly interrelated, prob- 
lem. No doubt exists about the role of nutrition in 
the problem, but solid evidence to support this 
belief has been singularly difficult to marshal. This 
presentation offers, first, some of the difficulties in 
studying the problem; second, the results of some 
studies of the past; and, third, some incompletely 
developed, yet fundamental concepts. 

It is axiomatic that fetal problems are the best 
index to obstetric practice. This index may be as 
confined as the neonatal death rate alone, or, and 
perhaps more properly, it may be as broad as the 
entire gamut of reproductive problems. This gamut 
ranges from sterility, pregnancy and labor compli- 
cations, miscarriage, premature and immature birth, 
stillbirth, and malformation to a functional abnor- 
mality that may become manifest well beyond the 
newborn period in the form of convulsions, defects 
of intellect, and neuromuscular disturbances.’ These 
latter defects are known to the laity as epilepsy, 
feeblemindedness, and cerebral palsy, and, by the 
most conservative estimates, persons so affected 
make up at least 1% of our population today. Every 
indication is that this proportion will increase if the 
present production and survival rates of these chil- 
dren prevail. 

Many studies have shown that nutrition plays a 
part in reproductive problems. Observations of war 
starvation in pregnancy,’ of nutrition surveys in 
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pregnancy,® of patients admitted to sterility and 
other special clinics, and of controlled animal in- 
vestigations affirm this part.* A sufficient degree of 
starvation will cause sterility and amenorrhea that 
will not respond to adequate caloric intake until 
sufficient protein is provided. Attempts to reduce 
stillbirth, premature birth, malformations, and neo- 
natal death in special, prenatal clinics are impressive 
when one sees how much can be done to help the 
individual mothers of each group in which a nutri- 
tional deficit is demonstrated. For instance, the 
sterile mother can be helped to conceive; the habit- 
ual aborter can be helped to carry a child to via- 
bility; the repeated bearer of stillborn infants can 
be helped to have a living child. 

Even with these known and measurable accom- 
plishments, there is little change in the total sta- 
tistical results in each hospital. The failure of sta- 
tistics to improye may well be due to the use of an 
improper base tine, one that is chased from one 
category to the next. To compare the incidence of 
premature birth with total viable births fails en- 
tirely to recognize those women who have con- 
ceived who did not conceive before, those who 
have carried a fetus to viability who could not 
before, and those who carried their fetuses to term 
who never did before. Our statistical base line 
might better be placed on a level with the repro- 
ductive group as a whole than compared with the 
final result, which, after all, is a goal to be achieved 
and not the point at which to begin. For a baby to 
be born alive at term and go home with its mother 
is not enough. Real success must be measured by 
achievement of the potential to become a contribut- 
ing member of society. 

Children handicapped by convulsions, neuromus- 
cular problems, or a mental deficiency are born 
commonly to mothers with reproductive histories 
of sterility, miscarriage, stillbirth, pregnancy com- 
plications, premature or immature birth, and mal- 
formation. The prevailing view has been that this 
relationship is based on genetic fault.° Good evi- 
dence is available now which shows that inade- 
quate nutrition can produce defects of function as 
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well as of structure.® Nutritional deficiencies may 
be related to any of the entire gamut of reproduc- 
tive problems. 


General Factors Influencing Reproduction 


Apparently unrelated agents may produce in- 
juries similar to those produced by a nutritional 
deficit. Trace elements, as well as major minerals, 
insulin, some infectious diseases, various corticoids, 
hypoxia, hyperoxia, vitamin excesses and deficien- 
cies, and genetic faults can influence the reproduc- 
tive spectrum. Repeated demonstrations both in 
man and in controlled animal experiments have 
shown that identical, or nearly identical, abnormal- 
ities may result from entirely different agents. A 
classic example in humans is found in the micro- 
cephalia of genetic fault and pelvic x-irradiation. 
In animals, the demonstration of identical bony 
defects in rats injured by riboflavin deficiency, 
x-irradiation, or inbreeding serves admirably for 
illustration.’ Although different injurious agents 
may operate finally through similar pathways, the 
initiating agent remains different. Even so, the con- 
tributions of adequate nutritive stores may protect 
the organism against a considerable onslaught. 


Nutritional Factors Influencing Reproduction 


The concepts of timing, severity, type, and dura- 
tion of nutritional deficit are of major import, since 
these factors often determine what part of the re- 
productive gamut is to be affected. In humans, 
acute starvation with protein depletion over a short 
period has been proved to be associated with a 
decrease in conception rate, and sterility with 
amenorrhea is produced over a longer starvation 
period. If acute depletion begins after conception, 
the babies are small. However, only inconclusive 
evidence of an increased incidence of malformation 
could be found in a previously well-nourished pop- 
ulation.** Some evidence of increased reproductive 
problems can be found in several studies of humans 
living on chronically poor diets, particularly when 
the stress of continued growth and the depletion of 
repeated pregnancy are added burdens.’ These 
patients run the gamut of reproductive problems. 
On the basis of insufficient amounts and variety of 
good quality foods, these diets were assessed as 
poor, even though sufficient (and often more than 
sufficient) calories were provided. The frequency 
of obesity in the patients of these studies suggested 
the aphorism “overfed and undernourished,” and 
the offspring of these women, when compared with 
controls, suffered as well. 

In several animals, vitamin A deficiency is asso- 
ciated with sterility, abortion, malformation, still- 
birth, or small young, depending on the duration, 
severity, and timing of the deficiency.” In rats, 
similar effects have been produced by deficiencies 
of pure thiamine, riboflavin, pyridoxine, or panto- 
thenic acid without protein deficiency.” 
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Results of Past Studies 


More than one-third of lethal human malforma- 
tions involve the nervous system. However, many 
anomalies of the nervous system are compatible 
with life. Brain function is often seriously disturbed, 
with little or no demonstrable structural abnormal- 
ity. For many years speculation has been forwarded 
that agents known to produce structural alteration 
with related defects of function might, in smaller 
doses, produce defects of function without his- 
tological abnormality. 

In 1951 Whitely, O'Dell, and Hogan“ demon- 
strated that folic acid deficiency in pregnant rats 
could disturb the ability of the offspring to learn a 
standard maze, even though brain structure was 
apparently normal. More recently, doses of x-irra- 
diation, smaller than necessary to produce anoma- 
lies of the nervous system of fetal rats, have pro- 
duced similar results. Again, different agents have 
been proved able to produce a similar defect, but 
this defect is one of function rather than of struc- 
ture. 

The recent study of Harrell, Woodyard, and 
Gates *” is of special interest for two reasons. The 
first is that their assay of results was based on sig- 
nificant differences in intellectual performance of 
human offspring, a function that might be damaged 
even in the absence of a gross anatomic abnormal- 
ity. Second, the dietary supplements used were 
thiamine, riboflavin, niacinamide, and iron—factors 
almost invariably missing from poor diets, particu- 
larly those poor in protein. This experiment, then, 
might tend to separate the effects of poor diet from 
the effects of the trace materials found in good 
foods. Unfortunately, no data are available about 
other differences in results in the two groups. Fur- 
thermore, supplementation was offered late in 
pregnancy, and only the latter parts of gestation 
could be affected. Even so, this approach, if verified, 
may have some practicality, in that food fortifica- 
tion is easier than changing the dietary habits of an 
entire population, although the latter method is 
unquestionably superior. 


Interrelationship of Factors Affecting the Fetus 


The interdependence of the many agents known 
to affect the embryo and fetus is more apparent as 
investigation continues. Our knowledge of antag- 
onism, competition, and interrelationships of drugs, 
hormones, chromosomal determinants, enzymes, 
trace elements, amino acids, and vitamins is broad- 
ening rapidly. The assurance of balance in dietary 
supplementation by high quality foods is great, 
whereas the principal assurance of supplementation 
by single factors is that imbalance is to be expected. 


Interrelationship of Nutritive Factors 


Long ago it was said that no professor's hemi- 
spheres could supply adequate nutrition to the 
infant as well as the mother’s own mammary hemi- 
spheres. Perhaps this remark is the clinician’s way 
of saying that the demands of growth reveal rapidly 
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almost any defect of nutrition. Although the preg- 
nant woman ingests foods not only to maintain 
herself but to store some elements and support the 
growth of her uterus, placenta, membranes, and 
baby, it is the baby who, once out of the uterus, has 
the greatest demands and serves as the best exam- 
ple. Although artificial feeding of human infants is 
safe today, and the results are comparable with 
natural feeding, the history of difficulties in prepa- 
ration of safe, adequate substitutes for natural feed- 
ing is punctuated by difficulties with anemia, di- 
gestibility, increased susceptibility to rickets and to 
infections, chloride acidosis, hyperphosphatemia, 
tetany, and pyridoxine deficiency. Debate on the 
various constituents of artificial feedings continues. 
No doubt exists about the value of controversy 
backed by careful observation of controlled studies. 
Our need is for properly developed and properly 
challenged evidence. In the entire field of nutrition, 
good evidence, at least so far, is slow to unfold and 
not easy to interpret. The principal lessons to be 
learned by surveying the mass of new information 
on interrelationships of nutritive factors are a hum- 
ble respect for nutritive balance in foods and a 
healthy skepticism of indiscriminate administration 
of single supplements. 


Dietary Problems in the United States 


Although our food consumption as a nation sta- 
tistically proves us to have the best fed population 
on earth, and although surveys of nutrition in preg- 
nancy in the United States are commonly negative 
because of an insufficient number of ill-nourished 
mothers, some segments of our childbearing popu- 
lation take borderline or lesser amounts of high 
quality foods. The incidence of abnormalities in the 
reproductive gamut of these people has been in- 
creased; however, some studies ‘° indicate that it 
may be reducible by dietary supplementation. At 
least four barriers to easing the problem exist: eat- 
ing habits passed from generation to generation; 
high cost of some commonly recommended, ' good 
quality foods; social pressures from companions; 
and ineffective lay education. Several studies have 
shown that, even with marked improvement of eco- 
nomic status, poor dietary habits tend to persist." 
It is true that some commonly recommended, high 
quality foods, particularly animal protein, are more 
expensive; however, a casual stroll through a gro- 
cery store can be reassuring. A quart of whole milk 
costs about the same as a carton of six small bottles 
of carbonated beverage, and dry skim milk is still 
less expensive. The same weight of standard brands 
of peanut butter versus jelly or jam sells for the 
same price. Perhaps some of the social pressures on 
the prematernal group compound the problem. The 
popularity of the soft drink—-chips—candy bar lunch- 
eon and snack and the current demands of clothing 
styles for extreme slenderness can wreak nutritional 
havoc on the prematernal teen-ager, who is pressed 
on the one hand by growth needs and on the other 
by the demands of pregnancy. Some realistic com- 
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petition could be given the pop-and-chips regimen 
by milk dispensers; fruit, sandwich, and low-priced 
nut dispensers could compete with candy bar, 
chewing gum, and chips machines. These competi- 
tive devices exist and are occasionally observed in 
commercial use on the American scene. An effective 
program of lay education could make the battle of 
the commercial machines at least self-supporting 
and, even better, begin to break some poor patterns 
of eating at home. A more effective program of lay 
education is needed. Skilled personnel trained to 
break the inertia of the problem need to be found, 
and medical school programs must, because of the 
place of the physician in society, lead this nurture 
of the prophylactic concepts of reproduction, 
growth and development, and health and environ- 
ment, 
Role of Placenta in Fetal Problems 


Evidence of the effect of maternal nutrition on 
the fetus is often studied, but the connecting link 
between mother and fetus, the placenta, has had 
little attention. We examine the mother by indirec- 
tion, the fetus as allowed, and leave the all-impor- 
tant conveyor in dim light. The placentas of wom- 
en with renal disease, hypertension, diabetes, and 
true toxemia are often abnormal, and the fetuses of 
these pregnancies are known, by any criterion, to 
have problems. The role of the placenta in true 
toxemia of pregnancy still is debated, even as a 
possible cause, and the role of the placenta in the 
fetal problems of abnormal pregnancy has received 
little consideration. Therefore, it is not unexpected 
that scanty mention has been made of placental 
abnormalities in otherwise normal pregnancies pro- 
ducing abnormal fetuses. The concept that placen- 
tal insufficiency is responsible for the syndrome of 
postmaturity has aroused interest.'* Flexner and 
co-workers ‘* reported marked differences in pla- 
cental blood flow in various abnormal pregnancy 
states. Recent observations suggest that, because of 
intrauterine malnutrition, placental abnormalities 
per se may play a role in some instances of pre- 
maturity and immaturity.’* It might seem justified 
to speculate that abnormalities of placental func- 
tion may be of far greater significance than so far 
supposed. 

Problems in Classifying Neonates 

The newborn infant is judged by the crudest 
methods. Marked individual differences in so-called 
normal infants are found, and none but the grosser 
structural abnormalities, particularly the important 
ones of the cardiac, renal, and nervous systems, are 
identifiable during the neonatal period. Although 
weight is used as a standard reference point, it is a 
poor index whether used for maturity, growth, or 
body composition. The wide variability of total 
body water in the newborn infant has been demon- 
strated by Friis-Hansen,’* but no general agree- 
ment about the significance of this variability has 
been reached by clinicians. Little use has been 
made of normal growth curves for length in early 
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life, even though serial measurement of length is a 
better index of true growth. In addition, the pit- 
falls of differing body composition are excluded. 
Good methods for estimating iron stores of the indi- 
vidual infant are lacking, and no safe, practical, 
and generally accepted means of estimating cal- 
cium stores or body protein mass in the newborn 
infant are available. Tedious individual studies of 
small numbers of infants have recorded large indi- 
vidual differences in retentions of these basic sub- 
stances. These various differences serve to under- 
line some of our inadequacies to judge the newborn 
infant, even under the best of circumstances. Preg- 
nancy histories including incidence of anemia, tox- 
emia, and premature births, age of mother, number 
of pregnancies, and defective dietary habits are 
useful for planning each infant's nutritional man- 
agement, but they can only be used circuitously to 
judge the adequacy of the gestation by its product. 
Repeated examinations through the first vears of 
life, with special attention to linear growth and the 
rapid development of the nervous system in all its 
functions, are needed before an accurate opinion of 
an infant can be made. However, this opinion fails 
to separate the intrauterine from the extrauterine 
factors. Practical methods and normal standards 
must be established to provide a meaningful classi- 
fication of infants in the newborn period. 


Summary 


Loss of human life in the newborn period is the 
third leading medical cause of death in the United 
States. The problems of reproduction—sterility and 
abortion, premature or immature birth and still- 
birth, toxemia, labor problems, anemia in the 
mother during pregnancy and, in the first year, in 
the offspring, as well as malformations and neuro- 
logical disorders of function—can be related and 
considered together. 

Prematurity, immaturity, surviving malformed 
children, unnecessary maternal illness during preg- 
nancy and puerperium (including failure of natural 
feeding) make a tremendous and, in large part, 
needless burden. Some neurological defects in chil- 
dren, the convulsive, mentally deficient, and so- 
called cerebral palsied, may be related to nutri- 
tional factors, and human and animal studies 
suggest that all defects enumerated here can arise 
from nutritional deficiencies. However, injurious 
agents other than nutritional deficiencies can pro- 
duce reproductive problems indistinguishable from 
those of nutritional origin. The same deficit of 
nutrition may produce many different effects on the 
reproductive gamut, depending on timing, severity, 
and duration of the deficit. 

No single element of nutrition holds the key. 
Balance of foodstuffs, with emphasis on high qual- 
ity foods, would seem to be the preferred approach. 
Effective nutritional protection of the fetus begins 
long before conception and must continue through- 
out the childbearing period. Further investigation 
of the role of the placenta in the reproductive proc- 
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ess seems in order, and better methods and normal 
standards for the evaluation of newborn infants are 
needed. A long-range educational program about 
the value of nutritional protection is needed for the 
coming generation, in medical schools, and for the 
public at large. The nutritional approach to the 
problems of reproduction can be more effectivels 
used, both in practice and in investigation. 
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DIAGNOSTIC PROBLEMS 


GENERALIZED 


Clinical Data and Discussion 


Dr. Edmund F. Foley: A 48-year-old car washer 
entered Cook County Hospital with the chief com- 
plaint of abdominal pain. He had been well until 
five days prior to admission, when he noted per- 
sistent lower abdominal pain aggravated by walk- 
ing. He was free of pain at rest. Two days later, 
he awoke with more severe generalized abdominal 
pain, radiating to the right side of the back, and 
associated with vomiting. He passed flatus but no 
stool. He was able to eat and defecate (with 
catharsis) on the two days before admission, but 
the pain persisted at the same level of intensity. 
Systemic review revealed a chronic, productive 
cough and postnasal drip of five months duration. 
There was no hemoptysis and no chest pain until 
the present illness when he began to have sub- 
sternal and chest pain on the left when coughing. 
He had had night sweats and some loss of weight 
since onset of illness. His history included pneu- 
monia in 1953, gonorrhea in 1933, and chronic 
conjunctivitis and lacrimation in 1941. He had had 
no previous gastrointestinal complaints. 

Physical examination revealed a well-developed, 
well-nourished, cooperative man. His temperature 
was 100 F (37.8 C), pulse 90, respirations 28 per 
minute, and blood pressure 155/95 mm. Hg. There 
was a profuse conjunctival exudate. The abdomen 
was tender in all quadrants, especially on the left 
side. There was 2+ guarding and 14+ rebound 
tenderness but no distention. No viscera were en- 
larged, and no masses were palpated. Rectal exam- 
ination was negative; a stool benzidine test was 
positive (3+ ). 

It would seem that the patient had an acute 
abdomen of five days’ duration. A diagnostic dilem- 
ma was created because, after five days, all the 
usual symptoms had been disguised by the sec- 
ondary defense. A person with an acute abdomen, 
seen so late, generally has peritonitis, and the way 
in which he arrived at his peritonitis has become 
obscured. One should first consider acute appendi- 
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FAILURE 


citis, then diverticulosis, diverticulitis, weeping 
diverticulum, perforated ulcer, and inflammation of 
other organs, such as an acute pancreatitis. 

Gastric analysis revealed no free acid (no hista- 
mine given), and no reaction with benzidine di- 
hydrochloride. Urinalysis showed acid reaction, al- 
bumin 4+, and no sugar or bile; microscopy 
revealed many red blood cells and somewhat fewer 
leukocytes and hyaline casts. These findings could 
result from an acute pancreatitis. A roentgenogram 
of the chest was negative. A roentgenogram of the 
abdomen revealed gas-distended intestines but no 
free air. This man was a car washer, raising the 
possibility of carbon tetrachloride intoxication. He 
had no pneumonitis or evidence of tuberculosis. 
There was no radiologic evidence of a closed-loop 
obstruction but simply a diffuse distention of the 
intestines with gas, which would be present in any 
type of ileus, especially from a five-day-old ab- 
dominal process. 

The most disturbing findings were the initial 
nonprotein nitrogen level of 162 mg. per 100 ml. 
and serum amylase level of 256 units (Wolgemuth). 
(Amylase levels, when determined by a modifica- 
tion of the method of Wolgemuth, normally range 
to 32 units with blood and to 64 units with urine. ) 
On the following day, the nonprotein nitrogen level 
was 230 mg. per 100 ml., serum creatinine level 17 
mg. per 100 ml., and serum amylase level 8 units. 
On the fourth hospital day, the nonprotein nitrogen 
level was 216 mg. per 100 ml. and serum creatinine 
level 13 mg. per 100 ml. The serum amylase level 
was § units and the carbon dioxide combining 
power 34 ce. per 100 cc. On the sixth hospital day, 
the nonprotein nitrogen level was 252 mg. per 100 
ml., creatinine level 22.5 mg. per 100 ml., serum 
sodium level 115 mEq. per liter, chloride level 
74 mEq. per liter, potassium level 7.9 mEq. per 
liter, and carbon dioxide combining power 15 cc. 
per 100 cc. The hemoglobin level was 64%; erythro- 
cyte count 3,510,000 per cubic millimeter, and 
leukocyte count 15,200 per cubic millimeter. A 
blood Kahn test was negative. 

At this point we have a man who had a five-day- 
old surgical abdomen, with profound azotemia. 
If we look first at the azotemia as a diagnostic 
wedge, we would consider the traditional prerenal, 
renal, and postrenal mechanisms. Prerenal azotemia 
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is essentially the result of a certain dysfunction of 
the kidney. One must consider that the kidney does 
a tremendous amount of work. In the course of an 
hour, a barrel of blood runs through the kidneys, 
and in 24 hours, a barrel and a half of glomerular 
filtrate passes through, and from this filtrate, one 
quart of water is thrown out as urine. Blood flow 
to the kidney may be compromised by hemorrhage 
or by loss of water, as the result of dehydration, 
vomiting, diarrhea, chills, or diabetic coma. Blood 
may not get to the kidney because there is not 
enough propulsive power of the heart. Finally, the 
kidney may not get enough blood due to infection 
of the peritoneal cavity. Such prerenal azotemia is 
of itself reversible and it is spoken of as being 
prerenal when its duration or significance are not 
sufficiently important to register irreversible dam- 
age to the kidney itself. On the other hand, if renal 
ischemia leads to necrosis, the result is a so-called 
lower nephron nephrosis, acute nephrosis, or acute 
renal failure. The mechanism may be simple renal 
ischemia or a toxic agent which directly attacks 
the kidney per se, such as carbon tetrachloride or 
other heavy metals, certain toxins, and certain 
hypersensitivity states. These, then, are the prerenal 
situations in which the kidney may fail or its fune- 
tion may be disturbed, resulting in azotemia. 

At the renal level, an end-stage-kidnevy may have 
been produced by glomerular nephritis, nephro- 
sclerosis, chronic pyelonephritis, or even myeloma 
or amyloid or bilateral renal cortical necrosis. 
Postrenal azotemia may be due to obstructive uro- 
pathy, especially associated with infection. This 
occurs commonly in pyelonephritis with stones, 
though any condition leading to back pressure 
sufficient to produce hydronephrosis may produce a 
cystic tvpe of kidney resembling polycystic disease. 
A relatively common situation is that of the woman 
with carcinoma of the cervix, invasion of both 
ureters, and azotemia secondary to hydronephrosis. 
In men, prostatism with infection may result in 
urosepsis, a malignant and vicious condition. Our 
patient went to the World’s Fair, contracted gonor- 
rhea, and probably was treated with protargol and 
sounds, leaving him with strictures; he entered in 
a state that would make us consider the possibility 
of an obstructive uropathy. 

I think this was a patient with acute renal failure. 
The heart was not enlarged, there was no significant 
hypertension, and there was nothing to indicate pre- 
existing renal disease. We are forced to consider 
that his azotemia was on the basis of acute renal 
failure, due either to prerenal causes or postrenal 
causes, perhaps related to hydronephrosis secondary 
to obstructive uropathy. 

Therapy was commenced with constant gastric 


suction, intravenously given fluids, and electrolytes; 
0.5 mg. of atropine and 600,000 units of procaine 
penicillin were given every 6 hr. On the next day, 
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he was comfortable and free of pain but appeared 
ill. He coughed frequently—a deep husky, produc- 
tive cough. He sat up readily when examined. 

Physical examination revealed a blood pressure 
of 124/86 mm. Hg, maximum tenderness in the 
epigastrium, poorly-localized Murphy's test, and 
hypoactive intestinal sounds; otherwise the findings 
were as on admission. His teeth were blood-stained, 
and he was thought to be coughing up blood. The 
urethra was obstructed, and no catheter could be 
passed beyond the prostate. 

On the second hospital day, pain returned and 
the patient continued to have abdominal pain and 
fever until he died, in spite of oxytetracycline being 
added to the therapy. A Foley catheter was intro- 
duced; the urine was initially clear but soon became 
bloody. Most of the tenderness was now in the right 
upper abdominal quadrant. A diagnostic abdominal 
paracentesis was negative. On the third day, the 
patient was restless and hallucinated. He was given 
50 mg. of chlorpromazine four times a day. There 
was a uremic frost on the shoulders and upper arms. 
Total urinary output for the day was 100 cc. of 
bloody urine. This improved after that and rose to 
2,000 cc. on the sixth day, but his condition con- 
tinued to deteriorate, and he died on the seventh 
hospital day. 

This man had acute renal failure associated 
ini‘ially with anuria, followed by a diuretic phase. 
The renal failure was predicated either on the basis 
of a postrenal condition, an obstructive uropathy 
with superimposed pyelonephritis producing total 
eventual failure, or a primary intra-abdominal con- 
dition leading to the findings of a surgical abdomen, 
producing a serum amylase level, five days after 
onset, of 256 units, with diffuse ileus and abdominal 
tenderness and ascites. 

Pancreatitis notoriously produces acute renal 
failure, but against this is the high potassium level 
(ordinarily with pancreatitis, the potassium level is 
low ). On the other hand, this is balanced by a renal 
shut-down, tending to elevate the potassium level. 
The serum amylase level was 256 units on admis- 
sion and subsequently lower. This could mean that 
it had been even higher before admission. The one 
thing that speaks against the diagnosis of pan- 
creatitis is the insidious and slow onset in contrast 
to the usual dramatic onset of acute hemorrhagic 
pancreatitis. We may, however, miss the diagnosis 
of pancreatitis, if we insist on a dramatic onset. 
Most patients with pancreatitis do not develop 
acute renal shut-down so rapidly. On the other 
hand, this can occur with any intra-abdominal con- 
dition. 

Traditionally, there has been the feeling that dis- 
proportionate elevation of the creatinine over the 
nonprotein nitrogen level indicates an obstructive 
uropathy. I do not think this always holds. We have 
seen patients walking around with a creatinine level 
of 20 mg. per 100 ml. who have had glomerular 
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nephritis. It would seem that this patient had an 
acute renal failure secondary to an acute abdomi- 
nal catastrophe, probably in the nature of an acute 
pancreatitis and, secondary to that, perhaps a 
bilateral renal cortical necrosis. 

Dr. Hildegard Schorsch: The roentgenograms 
were taken on the day of admission. The heart was 
essentially normal. A fine linear fibrotic density 
which was residual from an old infection was seen. 
The costophrenic angles were clear. A small nodular 
density in the left base appeared to be a nipple 
shadow. The diaphragm was at a normal level and 
no free air was seen in the chest film. The abdomen 
showed a moderate amount of gas scattered 
throughout. I do not think it was abnormally dis- 
tended. A loop of the small intestine appeared to 
be distended, and there was a moderate amount 
of gas in the stomach. There were calcifications in 
the pelvic vessels. The right kidney could be 
readily seen and appeared normal. The left kidney 
could not be seen and was probably obstructed. 
There was the suggestion of a small amount of free 
air under the right leaf of the diaphragm. 

Dr. Foley: If free air was seen, we would have 
to assume weeping of a hollow viscus. 

Dr. Schorsch: | am not positive about the free air. 

Dr. Foley: Was this picture taken before or after 
the paracentesis? 

Dr. Schorsch: It was taken on the dav of admis- 
sion. 

Dr. Robert Freeark: We saw the suspicious area 
that has been referred to but did not think it was 
conclusive. We chose to presume that the patient 
did not have free air in the abdominal cavity. 

Dr. Donald Atlas: Since this was a case of acute 
renal failure, it falls into a category of potentially 
reversible renal disease. There should be more in- 
formation as to the urinary output from day to day. 
Were the fluid intake and output measured? What 
fluids were given? Was there an electrocardiogram? 
Was consideration given to peritoneal or extraperi- 
toneal dialysis? In patients with acute pancreatitis 
with renal failure, there is always an element of 
extreme shock. 

Dr. Foley: Yes, and that speaks against this being 
pancreatitis. The patient was not in shock at any 
time. I think a certain number of patients with 
pancreatitis do develop acute renal failure without 
shock as the result of ischemia of the kidney 
secondary to infection, necrosis, and reflex irritation 
of the peritoneum, with contracture of the calyces 
of the kidney leading eventually to a backflow type 
of obstruction. 

Dr. Atlas: Another entity that should be men- 
tioned is hemorrhagic necrosis of the papillas which 
occurs in obstructive urosepsis. This man must have 
had urinary obstruction. The urine was also sug- 
gestive of this diagnosis, in that there were many 
red blood cells with little pus, which, with the rapid 
downhill course, is the classic picture. 
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Dr. Foley: 1 should have mentioned that. I con- 
sidered an obstructive uropathy with sepsis and 
fulminating papillary necrosis. 

Dr. Samuel J. Hoffman: What about the rebound 
tenderness in the left lower abdominal quadrant? 
If this was a true rebound tenderness, it means 
peritoneal irritation in that particular area. Could 
he have had a slow leak of some kind in, for in- 
stance, a diverticulum? 

Dr. Foley: Yes, but in a five-day-old surgical 
abdomen, it is hard to tell how the irritation got 
there. By that time he had ileus and peritonitis, 
and the only way you could tell would be to trace 
back the history minute-by-minute. 

Dr. Hoffman: The peritonitis could have been 
walled oft. 

Dr. Foley: Yes, but here was a man who had a 
relatively mild, acute surgical abdomen and de- 
veloped this dramatic acute renal failure. This 
focuses our attention on some severe catastrophic 
condition like pancreatitis, but we are discouraged 
in that diagnosis because he did not present him- 
self in shock. On the other hand, we know that pa- 
tients with peritoneal infection may develop the 
same thing. I think this has to be construed as 
obstructive uropathy with infection, especially of 
the fulminating type. The fact that he had uremia 
could have elevated the serum amylase level, but 
if the amylase level had been elevated on the basis 
of uremia, I would not have anticipated that it 
would subside. 

Dr. Frederick C. Steigmann: He had gross blood 
in the urine. Doesn't that point to obstructive 
uropathy as one of the main factors? Could not the 
acute abdomen have aggravated that? 

Dr. Foley: 1 would agree that he had an obstruc- 
tive uropathy with pyelonephritis and some necrosis 
of the renal papillas, and then a pancreatitis or an 
acute surgical abdomen could have been the 
terminal event. 

Dr. Hoffman; Could an inflammatory mass that 
involves the ureter produce blood in the urine? 

Dr. Foley: Yes, but he was catheterized, and that 
could produce bleeding. 

Dr. John O'Donoghue: We had a patient in the 
past week with acute peritonitis of several days 
duration. At operation his abdomen contained pus, 

but a capable surgeon was not able to locate where 
that inflammatory reaction came from. In a patient 
with left-sided tenderness, guarding, and resistance, 
we cannot exclude appendicitis, because it can 
drain over the rectosigmoid junction to the gutter 
of the left side. There was also a suspicion here of 
free air, and we have to think of a ruptured viscus. 

Dr. Freeark: How wise is it to investigate such a 
patient, other than the lower urinary tract, in the 
presence of a rapidly rising nonprotein nitrogen 
level? Would you advise cystoscopy and retrograde 
studies? Is there any hope that intravenous pyelo- 

gram (IVP) would offer any information? 
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Dr. Foley: The only thing the IVP would tell you 
would be to do a retrograde study. 

Dr. Atlas: An IVP would not show much with the 
nonprotein nitrogen at this level. Some have recom- 
mended that if the cause is not apparent, cystoscopy 
with cautious probing of one ureter is indicated 
because sometimes a large calculus may be found 
which can be dislodged. Although this level of 
azotemia contraindicates IVP, it is not a contrain- 
dication for cautious cystoscopy. 

Dr. Freeark: Is there any danger if one is sure of 
the uropathy? 

Dr. Atlas: Yes, there is danger, but it is a cal- 
culated risk one must take in a patient who is 
otherwise certain to die. 

Dr. Foley: 1 cannot be in total agreement with 
Dr. Atlas. This is an area in which one cannot 
generalize. One must evaluate the individual case. 
There are sufficient differences in each case so that 
the indications are clear or the contraindications 
are foremost. I do not think we should lay down a 
blanket rule to have cystoscopy in all uropathies. 

Clinical Diagnosis.—The final clinical diagnosis 
was acute pancreatitis with acute renal failure, 
complicated by obstructive uropathy with bilateral 
renal cortical necrosis. 


Pathological Data 


Dr. Paul B. Szanto: The body was that of a well- 
developed, well-nourished man. The pleural cavities 
contained only a few cubic centimeters of serous 
fluid. The heart was enlarged (500 Gm.) and 
showed left ventricular hypertrophy. The coronary 
arteries were grossly normal. Microscopically, the 
myocardial fibers were thickened, the nuclei bulky, 
and old foci of myocardial fibrosis were scattered 
throughout. The smaller coronary arteries showed 
some thickening of their walls. The lungs were 
heavy (1,300 Gm.), and edematous. The peritoneal 
cavity was free of fluid. The gastrointestinal tract 
was normal. 

The pancreas was enlarged (150 Gm.). Around 
and within the pancreas, there were numerous 
yellow opaque foci, measuring up to 0.5 cm. On the 
cut surface, especially in the head of the pancreas, 
numerous hemorrhagic foci were seen. The pan- 
creatic duct measured 2 mm. in diameter. Micro- 
scopically, sections taken from the head of the 
pancreas revealed destruction of normal architec- 
tural pattern by fat necrosis, associated with 
leukocytic inflammatory reaction extensive 
hemorrhages (fig. 1). In the body and tail of the 
pancreas, the acini were still preserved, though 
some were distorted due to edema and interlobular 
exudative inflammatory reaction. The islands of 
Langerhans were well-preserved. Throughout the 
pancreas, the interlobular connective tissue was in- 
creased, as evidence of a chronic pancreatic fibrosis, 
on which the recent acute pancreatitis was super- 
imposed. 
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Before continuing the presentation of the patho- 
logical findings, let us inquire about the possible 
cause of pancreatitis in general. 

Obstruction of Pancreatic Duct.—The common 
channel theory assumes reflux of bile into pancreatic 
duct due to obstruction of papilla of Vater caused 
by (1) calculus at papilla of Vater, (2) spasm of 
sphincter 6f Oddi, and (3) edema. A gallstone may 
be located in the pancreatic duct. Spasm of biliary 
and pancreatic ducts secondary to disease of the 
gallbladder may be present. Obstruction of the 
pancreatic duct without disease of the gallbladder 
may exist as (1) a stone (pancreatic calculus), 
(2) spasm of sphincter of papilla of Vater, (3) 
duodenitis with edema of papilla of Vater, (4) 
chronic inflammation or fibrosis of pancreas, 


Fig. 1.—Extensive necrosis of pancreas with leukocytic 
inflammatory reaction. 


(5) tumor of pancreas, (6) squamous metaplasia 
of the ducts, or (7) surgical ligature of the duct. 
Metabolic Disturbances.—Diabetes mellitus sup- 
posedly favors the development of pancreatitis duc 
to the preexistent arteriosclerotic changes common- 
ly associated with diabetes. In malnutrition the 
pancreas produces large amounts of protein, there- 
fore, it requires large amounts of amino acids, 
especially methionine; deficiency in this amino acid, 
as produced experimentally by administration of 
ethionine,’ leads to acute pancreatitis. 
Alcohol.—An acute alcoholic bout may be the 
precipitating factor in pancreatitis due to (1) acute 
duodenitis, with swelling of the papilla of Vater, 
(2) increased secretin production leading to an 
increase in pancreatic juice, or (3) the combination 
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of resistance to excretion due to edematous swell- 
ing of the duodenal mucosa and increased produc- 
tion of pancreatic juice, which will result in 
increased pressure within the pancreatic ducts, 
leading to rupture of the ducts and necrosis of the 
pancreatic parenchyma. Chronic alcoholism may 
lead to protein deficiency (including deficiency in 
methionine) which may explain the frequency of 
chronic relapsing pancreatitis in chronic alcoholism. 
Trauma.—Accidental or surgical trauma (ligation 
of pancreatic duct) may result in pancreatitis. 
Vascular Changes.—Experimentally, partial or 
complete obstruction of the pancreatic duct in rats 
has resulted in edema, inflammation, and atrophy, 
but no necrosis. When the ducts were occluded 
after the introduction of bile, no greater damage 


Fig. 2.—Fibrinoid necrosis of small artery with perivascular 
inflammatory reaction. 


was observed than that which occurred after simple 
occlusion, but if temporary or permanent ischemia 
was produced simultaneously with obstruction to 
the ducts, necrosis resulted. Similarly, ligation of 
the pancreatic duct in dogs will lead to edema 
of the pancreas after administration of secretin. 
Additional ligation of the superior pancreatico- 
duodenal artery will result in massive necrosis of 
the pancreas. On the other hand, a careful review 
of 100 cases of malignant hypertension revealed not 
a single instance of diffuse hemorrhagic pancreati- 
tis. Only focal microscopic lesions were seen in 
such cases.” 

Infection.—Various types of infection,” e. g., 
generalized sepsis and virus diseases, such as 
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mumps, may lead to pancreatitis. Direct extension 
of infection from the gallbladder to the pancreas 
has been assumed, but there is no direct connection 
between the lymphatic system of the gallbladder 
and that of the pancreas. 

Allergy.—Injection of endotoxin of meningococci 
or Echerichia coli into the pancreatic duct, with 
subsequent intravenous injection of the same toxin, 
will lead to a massive necrosis. 

In this patient, there was no common channel. 
The pancreatic duct and the common bile duct 
opened independently. Therefore, we cannot ex- 
plain this pancreatitis on the basis of the common 
channel theory. The gallbladder and the bile ducts 
were normal. The liver was of normal size (1,400 
Gm.). It was somewhat pale, and the normal 
lobular pattern was preserved. The kidneys were 
enlarged, each weighing 250 Gm. The surface was 
smooth but of flea-bitten appearance due to hemor- 
rhagic foci, varving in size between | and 2 mm. 
in diameter. Microscopically, some of the glomeruli 
were hyalinized, but a few appeared smudgy, just 
as were the vasa efferentes. This smudginess of the 
arterioles and small arteries can be interpreted as 
evidence of arteriolar necrosis (necrotizing arterio- 
litis ), superimposed on nephrosclerosis (fig. 2). In 
addition to these gross changes, the medulla showed 
numerous gray-white streaks, and, microscopically, 
extensive infiltration by polymorphonuclear leuko- 
cytes. Similarly, streaks of leukocytes were seen in 
the cortex with beginning formation of abscesses. 
This ascending pyelonephritis developed secondary 
to a purulent prostatitis, superimposed on a benign 
prostatic hypertrophy, which accounts for the clini- 
cal findings of urinary obstruction. In addition, 
to the ascending pyelonephritis, nephrosclerosis, 
and necrotizing arteriolitis, the distal convoluted 
tubules, Henle’s loops, and excretory ducts con- 
tained heme casts, interpreted as evidence of hemo- 
globinuric nephrosis (lower nephron nephrosis ) 
because of the simultaneous necrosis of these 
tubules and escape of heme casts from the disin- 
tegrating tubules. The necrotizing arteriolitis was 
not limted to the kidney; the perirenal and _peri- 
adrenal fat tissue and the spleen presented the 
same vascular changes. In the pancreas, the ar- 
teriolar necrosis was present not only in areas of 
necrosis but also in those parts of the pancreas 
that were relatively well-preserved (fig. 3). 

Comment 

Twelve days before death, this patient developed 
severe abdominal pain and an elevated serum 
amylase level on the basis of acute hemorrhagic 
pancreatitis. He subsequently developed acute 
nephrosis (lower nephron nephrosis), which is a 
typical complication of hemorrhagic pancreatitis. 
Evidences of hypertension included the blood pres- 
sure of 155/95 mm. Hg, in the face of a shock-like 
state, cardiac enlargement with left ventricular 
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hypertrophy, and nephrosclerosis. Finally, a puru- 
lent prostatitis led to lower urinary tract obstruction 
and ascending pyelonephritis. 

In relation to the previously outlined multiple 
theoretical causes of pancreatitis, there are four 
possibilities to explain this combination of renal 
and pancreatic findings: First, the combination of 
hypertension and uremia led to generalized ar- 
teriolar necrosis, which in association with uro- 
sepsis, led to acute pancreatitis. Among the various 
theories about the etiology and pathogenesis of 
acute pancreatitis, the application of Shwartzman- 
Sanarelli phenomenon is worthy of consideration. 
Shwartzman induced severe hemorrhagic necrotic 
reactions in the skin of rabbits by intradermal in- 
jection of a cell-free filtrate of Salmonella typhosa, 


Fig. 3.—Fibrinoid necrosis of small artery in pancreas. 
Tissue in this area is relatively well preserved. 


followed by intravenous injection of a small amount 
of this same filtrate 24 hours later. Applying this 
principle, it has been found that injection of a 
bacterial endotoxin in sublethal doses into a pan- 
creatic duct of rabbits, followed by intravenous 
injection of the same antigen, resulted in fulmina- 
ting pancreatitis.‘ Subsequent investigations re- 
vealed that antigenic specificity is not involved, 
e. g. the antigens used for sensitization and for 
provocation of the reaction need not be related. 
Later, Shwartzman showed that spontaneous 
sensitization of an organ may occur, in which case, 
a single intravenous injection of any antigen may 
suffice to cause a Shwartzman phenomenon.’ On 
the basis of this observation, one could speculate 


DIAGNOSTIC PROBLEMS 1783 


that the necrotizing arteritis may have sensitized 
the pancreatic tissue and that a septicemia, second- 
ary to the purulent prostatitis and acute pyelone- 
phritis, may have provided the provocation leading 
to massive pancreatic necrosis. An alternative 
hypothesis could be that consequent to the 
pyelonephritis, circulating bacteria may have played 
the role ot a sensitizing antigen, and the nonanti- 
genic substances circulating in increased amounts 
in the blood in the uremic state may have acted as 
the provocative agents. It has been shown, after 
local (skin) sensitization, that such nonantigenic 
substances as agar or starch may be used for the 
provocative intravenous injection to produce the 
Shwartzman phenomenon.” If this explanation 
could be accepted, the necrotizing arteritis and 
arteriolitis would represent a kind of generalized 
Shwartzman phenomenon,’ and the pancreatic 
necrosis would be a localized Shwartzman phe- 
nomenon. 

The second possibility is that the patient had 
nephrosclerosis and then developed necrotizing 
arteriolitis which led to pancreatitis on a direct 
vascular basis, whereby the prostatic abscess and 
pyelonephritis would be only incidental. The third 
possibility is that the patient developed a pan- 
creatitis in relation to an alcoholic bout and that 
the arteriolar necrosis was secondary to the liberated 
pancreatic trypsin. The fourth possibility is that the 
arteriolonephrosclerosis and necrotizing arteriolitis 
occurred coincidental with the acute hemorrhagic 
pancreatitis, with no cause or effect relationship. In 
our material, each of these entities alone occurs 
rather frequently, and one would expect a certain 
incidence of their coexistence. 

Pathological  Diagnosis.—The final pathological 
diagnosis was acute hemorrhagic pancreatitis, 
hemoglobinuric nephrosis, purulent prostatitis: 
ascending pyelonephritis, cardiac hypertrophy and 
dilatation, arteriolonephrosclerosis, and necrotizing 
arteriolitis. 
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RISK OF HEPATITIS REDUCED 


LSEWHERE in this issue (page 1735), 

E in an article written with Drs. Wynn A. 

Sayman, Ross L. Gauld, and Shirley A. 

Star, Dr. J. Garrott Allen summarizes his 
long and careful study of the incidence of hepa- 
titis in the recipients of blood and plasma at the 
University of Chicago. Both the plasma and whole 
blood used in this study were to a large extent 
obtained from the same donor population, and all 
plasma was pooled and stored for six months at 
an average temperature of 32 C. No other treatment 
of the plasma was carried out. Six-month follow-up 
studies on the occurrence of hepatitis were com- 
pleted on sufficiently large groups of patients receiv- 
ing whole blood, blood and plasma, and plasma 
only to yield conclusions which are considered to be 
statistically significant. A total of 305 individuals 
received pooled liquid plasma only. The total num- 
ber of donors represented in the plasma given to 
these recipients was 12,345, and the average donor 
exposure per recipient was 41. Considering the large 
donor exposure represented by each infusion of 
pooled plasma, and the relatively high incidence of 
hepatitis in those receiving whole blood only (2.3%), 
the complete absence of hepatitis in those receiving 
plasma alone is truly impressive. 

The National Academy of Sciences—National Re- 
search Council, with the support of the armed 
services and the Federal Civil Defense Administra- 
tion, has held under continuous review since 1951 
the accumulating evidence regarding the effective- 
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ness of prolonged storage of plasma in the liquid 
state in the inactivation of the virus of serum hepa- 
titis. Much of Dr. Allen’s more recent work has 
been carried out under the auspices of the Army 
Research and Development Command, Office of the 
Surgeon General, and Dr. Ross Gauld has aided 
greatly in the statistical evaluation of the results. 
In addition to Dr. Allen’s study, which was carried 
out on blood drawn into trisodium citrate, support- 
ing data have been obtained on A. C. D. plasma 
stored for six months through the excellent follow- 
up studies carried out by Dr. Paul Hoxworth in 
Cincinnati and through a much larger, but some- 
what less carefully controlled, series conducted by 
the Michigan State Health Department. The tem- 
peratures of storage have been slightly lower in 
these studies than that used by Dr. Allen, but well 
above average room temperature. No cases of hepa- 
titis attributable to the plasma given were observed. 

After the presentation of Dr. Allen’s data at a 
meeting of the National Research Council’s Sub- 
committee on Plasma in June, 1958, the subcom- 
mittee issued a statement to the effect that “the 
data now available [are] sufficiently convincing to 
warrant the conclusion that the storage of liquid 
plasma under these conditions [six months at ap- 
proximately 32 C] can be used to produce a product 
of minimal infectivity.” The members considered 
this method acceptable also for the salvage of 
plasma from outdated blood and that it was appli- 
cable to plasma drawn into either trisodium citrate 
or A. C. D. solution. 

The most important additional evidence present- 
ed by Dr. Allen in this report points to the necessity 
for storage at temperatures higher than usual room 
temperature for effective inactivation of the hepa- 
titis viruses. The experience described in which 
additional plasma, obtained from another blood 
bank where it had been stored for six months at an 
average temperature of 22 C, produced hepatitis 
in 17% of recipients, and the absence of hepatitis 
in recipients of plasma from that blood bank when 
the storage temperature was increased to 32 C, 
were very convincing. This experience helps to ex- 
plain the apparent failure of so-called room tem- 
perature storage to inactivate the virus of serum 
hepatitis in the human volunteer studies so care- 
fully carried out by Dr. Roderick Murray of the 
U. S. Public Health Service. In these studies, known 
infected plasma was stored for six months at 22 C 
and, although the incidence of hepatitis was greatly 
reduced after six months as compared with three 
months of storage, one case did occur in 19 indi- 
viduals receiving the six-month-stored plasma. The 
level of 22 C was selected by Dr. Murray as his 
interpretation of average room temperature. In 
England, this might be interpreted as 18 C. The 
conditions described in Dr. Allen’s present report 
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therefore emphasize the danger of continuing to 
call this procedure for virus inactivation “room 
temperature storage.” 

Dr. Allen is now trying shorter periods of storage 
at higher temperatures than 32 C, which might 
permit a more convenient processing procedure. 
Future studies of this type may serve to define more 
clearly the relation of time to temperature in the 
inactivation of the hepatitis viruses. For the present, 
the NRC subcommittee considers it wisest to ad- 
here to Dr. Allen’s tested conditions of storage at 
approximately 32 C for six months. 

One other major recommendation made by the 
NRC subcommittee is that, for general application 
of this method, the strictest possible care be given 
to proper bacteriological control and that, for safety 
in regard to bacterial contamination, either Seitz 
filtration or ultraviolet irradiation be added to the 
processing technique. Not all laboratories can ex- 
pect to be as fortunate as Dr. Allen’s in avoiding 
bacterial contamination, and even Dr. Allen has 
reported that 4% of all his plasma pools were found 
to be contaminated. The danger of bacterial growth 
in liquid plasma, not always producing effects 
visible to the eye, is well known, and led to use of 
the term “liquid dynamite” for such plasma during 
World War II when it was subjected to careful 
study by the Navy. However, with the addition of 
Seitz filtration and/or ultraviolet irradiation and 
with careful bacteriological control, this hazard can 
be reduced to a minimum. The problems involved 
in providing such control will in general make it 
more practical and economical for individual blood 
banks to send their plasma for treatment to central 
processing laboratories having the necessary special- 
ized skills and equipment. 

Six months of storage at approximately 32 C is 
one answer to the problem of providing a safe 
plasma preparation, but the NRC subcommittee 
calls attention to other possibilities now under 
careful evaluation. One method, the partial alcohol 
fractionation of plasma to remove fibrinogen and 
most of the globulin fractions, followed by heating 
for 10 hours at 60 C, has been licensed by the 
National Institutes of Health Division of Biologics 
Standards and offers a convenient and _ practical 
processing method for commercial application. 
Chemical sterilization also holds great promise, but 
this will require more extensive evaluation. 

Meanwhile, Dr. Allen’s procedure, when com- 
bined with adequate measures to achieve bacteri- 
ological sterility, remains the simplest and most 
practical available for the preparation of a safe 
plasma product and the salvage of plasma from out- 
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MISCONCEPTIONS ABOUT EYEGLASSES 


At a Cormell Conference on Therapy ' last fall 
ideas about many facets of ocular hygiene and the 
wearing of eveglasses were aired. Dr. John McLean 
presented the conference with ammunition with 
which the general practitioner may combat false 
popular ideas. For example refractive errors have 
from time to time been held responsible for many 
symptoms including nausea, and the characteristic 
attacks of migraine. In all such cases another cause 
should be sought because uncorrected refractive 
errors can cause only lack of visual acuity, fatigue 
of the muscles of accommodation, and headache. 
This fatigue, like fatigue in any other muscle, dis- 
appears with rest and is not cumulative. Some pa- 
tients with other symptoms are relieved when cor- 
rective glasses are worn, but in such cases the 
symptoms were psychosomatic and the relief is 
likely to be temporary. Dr. McLean said that rela- 
tively few headaches were of ocular origin, but 
many if not most ophthalmologists would disagree 
with this statement. A well-known consultant in this 
field believes that if a person attempts to do close 
work with glasses that do not cause obvious 
blurring but do not correct his refractive error a 
headache is very likely to develop. Failure to pro- 
vide correction does not cause myopia to become 
progressively worse. This usually occurs throughout 
the growth period and the rate of progression is not 
influenced one way or another by the wearing of 
glasses. Presbyopia likewise progresses at its own 
rate regardless of corrective measures. 

Many parents worry that eyestrain may be 
brought about by too much homework—a worry 
that schoolboys are often careful to foster. The same 
schoolboy may pore for hours on end over comic 
books or some other hobby involving near vision. 
The ocular fatigue of many a schoolboy can be 
more correctly attributed to boredom. From time 
to time patients with refractive errors come under 
the spell of a faddist who recommends that one 
throw away one’s glasses and “strengthen” the eyes 
by means of exercises. The limited success of such 
taddists depends on their ability to teach persons 
to use their defective vision more effectively. 

Children with severe uncorrected visual defects 
are severely handicapped. They tend to avoid 
playing with others and may be considered mental- 
ly retarded or queer. If glasses are prescribed for 
such children in time, not only their vision but also 
their social adjustment is improved. These and other 
points discussed made the conference one that we 
are fortunate to have preserved in type. 


1. Eyeglasses as Therapeutic Agent, New York J. Med. 57 :3167- 
$173 (Oct. 1) 1957. 
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THE PRESIDENT’S PAGE 


A MONTHLY MESSAGE 


A significant amount of work has been carried 
out by our Association—its committees of the House 
of Delegates and the Board of Trustees, the head- 
quarters office, and individual staff members—in the 
last six months. 

Too often, in my opinion, A. M. A. members 
are not aware of the accomplishments and current 
projects of their Association. For this reason I want 
to present briefly some of the highlights of the 
A. M. A.’s activities in the second half of 1958. 

Two important reports will come before the 
House of Delegates for appropriate consideration 
and action next week in Minneapolis. One will be 
the study of the Commission on Medical Care 
Plans, covering three broad areas—the nature and 
method of various types of plans through which 
persons receive the services of physicians, the effect 
of these plans on quality and quantity of medical 
care, and the legal and ethical status of arrange- 
ments used by various plans. The second report 
will include the findings and recommendations of 
the Committee to Study A. M. A. Objectives and 
Basic Programs. 

Two campaigns also have been launched this fall. 
One is the educational campaign on “the right of 
the patient to select his own physician.” The other 
is the national drive against food faddism in co- 
operation with the Food and Drug Administration 
and the National Better Business Bureau. 

I believe that our Association’s more than 173,000 
members can be extremely proud of our new fort- 
nightly publication, The AMA News. With a press 
run of almost 250,000 The News now reaches more 
physicians than any other A. M. A. publication. 

Other A. M. A. publications also have under- 
gone expansion and change. THe JourNat, for 
example, has expanded its popular “Medicine at 
Work” section and has made it a regular feature. 


Today's Health, the Association’s health magazine 
for the American family, has restyled its format 
and broadened its editorial approach with the re- 
sult that circulation and advertising have increased. 
In addition, the 20th edition of the American Medi- 
cal Directory was issued last month. 

During the fall the Association held two special 
conferences, a planning session for medical society 
action in the field of aging and a symposium on 
adrenal steroids. The former was the kickoff to the 
profession’s positive program for the aged. 

Four other regular, but vital, conferences were 
conducted on foods and nutrition, mental health, 
civil defense, and public relations. 

Special conferences also were held to discuss 
(1) the Association's proposed model law for label- 
ing dangerous household and chemical products 
and (2) the Bill of Rights for the College Athlete, 
an A. M. A. effort to promote safer intercollegiate 
sports. In addition, the American Bar Association 
in August adopted the National Interprofessional 
Code (physicians and attorneys) approved last 
June by the House of Delegates. 

Finally, and perhaps most significant of all, the 
Executive Vice-President, Dr. F. J. L. Blasingame, 
recently has reorganized the A. M. A. headquarters 
staff into six divisions (Council Administration, 
Scientific Publications, Business, Law, Communi- 
cations, and Field Service) to promote efficiency, 
wider service to physicians and the public, and a 
smoother administrative operation. 

Naturally, it is impossible to cover everything 
that’s new in our Association in this brief mid-term 
report of my stewardship. But the items I have 
highlighted should prove conclusively that the 
A. M. A. is an enlightened, dynamic organization. 

GuNnNaAR GuNDERSEN, M.D. 
La Crosse, Wis. 
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COLORADO 

Woman Physician Honored.—Colorado will be 
represented for the first time in National Statuary 
Hall, Washington, D. C., and the statue will be that 
of the late Dr. Florence Rena Sabin. Congress 
paved the way for placement of the statue in the 
Capitol during the closing hours of the recent sec- 
ond session. Under a law that goes back to 1864, 
each state is allowed two statues of deceased, dis- 
tinguished citizens. Dr. Sabin, who was noted for 
her research in the lymphatic system and tuberculo- 
sis, died in 1953. She will become the sixth physi- 
cian honored in Statuary Hall. Others are Dr. Mar- 
cus Whitman, who died in 1857, Washington; Dr. 
John McCoughlin, 1857, Oregon; Dr. John Gorrie, 
1855, Florida; Dr. Crawford W. Long, 1878, 
Georgia; and Dr. Ephriam McDowell, 1830, Ken- 
tucky. 


ILLINOIS 


New State Hospital Superintendents.—Dr. Thomas 
T. Tourlentes was made superintendent of the 
Galesburg State Research Hospital effective Sept. 1. 
Dr. Tourlentes previously was for four years assist- 
ant superintendent of the hospital. He is a diplomate 


of the American Board of Psychiatry and Neurology 
and clinical assistant professor of psychiatry at 
Northwestern University Medical School, Chicago. 
——Dr. Verdamae Karr McKee became superintend- 
ent of the Dixon State School Aug. 1. Previously 
she was assistant superintendent of the East Moline 
State Hospital. Dr. McKee is the first woman in the 
history of the State of Illinois to head a major 
medical institution ——Dr. J. Herbert Maltz was 
appointed superintendent of the Chicago State 
Hospital effective July 16. Dr. Maltz, a native of 
New Jersey, is a diplomate of the American Board 
of Psychiatry and had served as assistant superin- 
tendent of the hospital previous to his appointment 
as superintendent. 


Chicago 
Hospital Grant.—A John A. Hartford Foundation, 
Inc., grant of $114,000 to the Passavant Memorial 
Hospital for metabolic studies in renal failure and 
edema and for research and clinical application of 
the artificial kidney has been announced. Mr. John 
N. Hatfield, director of the hospital, said that it 
will be used over a three-year period and to make 
possible the activation of the research, teaching, and 
Physicians are invited to send to this department items of news of 
general interest, for example, those relating to society activities, new 


hospitals, education, and public health, Programs should be received 
at least three weeks before the date of meeting. 


patient care program which had been planned for 
the metabolic-artificial kidney unit in the new East 
Pavilion that will be in operation by late fall. The 
program will be under the direction of Dr. Arthur 
R. Colwell, Sr., chairman, department of medicine, 
Northwestern University Medical School. Dr. David 
P. Earle, professor of medicine, will coordinate the 
program as principal investigator with Dr. Fran- 
cesco del Greco in immediate charge. 


Surgeons Present Lecture Series.—The third series 
of lectures of the International College of Surgeons’ 
Hall of Fame and School of the History of Surgery 
and Related Sciences held at the Hall of Fame, 
1524 Lake Shore Drive, Chicago, began Oct. 21 
when Ilza Veith, Ph.D., associate professor in the 
history of medicine, University of Chicago, the 
School of Medicine, presented “Changing Concepts 
of Disease.” On Nov. 11, Dr. Morris Fishbein, pro- 
fessor emeritus of medicine, University of Chicago 
and University of Illinois College of Medicine, pre- 
sented “Epochs in the History of Medicine.” Sub- 
sequent lectures are planned as follows: 


Dec. 2—The History of Hospitals, Dr. Charles U. Letourneau, 
director, program in hospital administration, 
Northwestern University Medical School. 

Jan. 13—The History of Gynecology, Dr. Abraham F. Lash, 
clinical professor of obstetrics and gynecology, 
University of Illinois College of Medicine. 

Feb. 3—The History of Neurosurgery, Dr. Percival Bailey, 
professor of neurology and neurological surgery, 
University of Illinois College of Medicine. 

Feb. 24—Notes About the Role of Physicians in Our Military 
History, Dr. George F. Lull, Assistant to the 
President, American Medical Association. 

March 24—Evolution of Medical Illustration, Thomas S. 
Jones, M.S., emeritus professor of medical and 
dental illustrations, University of Illinois College 
of Medicine. 

April 14—The History of Surgery of Bones and Joints, Dr 
Edward L. Compere, chairman, department of 
orthopaedic surgery, Northwestern University 
Medical School and Chicago Wesley Memorial 
Hospital. 

May 5—Development of Otorhinolaryngology and Broncho- 
esophagology, Dr. Francis L. Lederer, head, de- 
partment of otolaryngology, University of Illinois 
College of Medicine. 

May 21—The History of Plastic Surgery, Dr. Wayne B. 
Slaughter, clinical professor in charge of plastic 
surgery, University of Wisconsin Medical School, 
Madison, and Stritch School of Medicine of Loy- 
ola University 


LOUISIANA 

Dr. Ochsner Honored.—Dr. Alton Ochsner, profes- 
sor of surgery, Tulane University School of Medi- 
cine, New Orleans, and director of surgery, Ochsner 
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Clinic and Ochsner Foundation Hospital in New 
Orleans, has received the 1958 “Honor award” 
given by the Mississippi Valley Medical Society. 
The honor award is given from time to time to 
nonmembers of the society “who have made dis- 
tinguished contributions to clinical medicine.” The 
citation given in connection with the award reads 
in part: “Your contributions to the medical litera- 
ture have not been confined to your several books, 
numerous chapters and more than 390 articles, for 
you have served as editor of several national medi- 
cal periodicals and on the editorial board of a num- 
ber of others. For these many impressive achieve- 
ments you have been entrusted with the highest 
office in virtually every national surgical organiza- 
tion and some international ones.” 


MASSACHUSETTS 

Dr. Coons Receives Research Award.—For the 
seventh Kimble Methodolgy Research Award spon- 
sored by Kimble Glass Division, subsidiary of 
Owens-Illinois Glass Company, Toledo, Ohio, the 
award committee of Dr. Frank C. Lawler, chairman, 
Morris Scherago, D.V.M., and Henry Bauer, Ph.D., 
have chosen Dr. Albert H. Coons, Boston, to be the 
recipient. The work for which Dr. Coons was hon- 
ored on Oct. 26 is “The Development of Fluorescent 
Antibody Techniques.” From 1939 to the present 
Dr. Coons has held appointments at Harvard Uni- 
versity, except from September, 1939-September, 
1940, when he was assistant resident in medicine, 
Thorndike Memorial Laboratory, Boston City Hos- 
pital, and from April, 1942, to November, 1945, he 
was in the Medical Corps of the U. S. Army. At 
Harvard Medical School he has served as research 
fellow, instructor, associate, and assistant professor. 
Since 1953 he has been visiting professor of bacte- 
riology and immunology at Harvard as well as a 
career investigator, American Heart Association. 


MICHIGAN 

Appoint Chairman of Department of Internal Medi- 
cine.—Appointment of Dr. William D. Robinson, a 
member of the University of Michigan Medical 
School faculty since 1944, as chairman of ihe de- 
partment of internal medicine, effective Oct. 1, has 
been announced. He succeeds Dr. Cyrus C. Sturgis, 
who resigned as chairman in February, 1957, to 
devote full time to the practice of medicine. Dr. 
Paul S. Barker has served as acting chairman during 
the intervening period. Dr. Robinson served with 
the International Health Division of the Rockefeller 
Foundation for four years. 


MINNESOTA 

Judd—Plummer Lecture.—Dr. Thomas M. Durant, 
head, department of medicine, Temple University 
School of Medicine, Philadelphia, gave the annual 
Judd-Plummer Memorial Lecture Oct. 3 during 
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the 34th annual meeting of the Alumni Association 
of the Mayo Foundation. Dr. Durant spoke on 
“Medical Education: Responsibilities and Poten- 
tialities.” The Judd—Plummer Memorial Lecture was 
established in 1938 by the alumni association to 
honor the memory of Dr. Edward S. Judd, Mayo 
Clinic surgeon who died in 1935, and Dr. Henry S. 
Plummer, specialist in internal medicine of the 
Mayo Clinic, who died in 1936. The first lecture 
was given in 1941. Dr. Durant is a member of the 
editorial board of the American Heart Journal, and 
associate editor of the American Journal of the 
Medical Sciences. 


NEW YORK 

University Dedicates Nucleus of Medical Center.— 
The reconstructed Basic Sciences Building of the 
State University Upstate Medical Center in Syra- 
cuse was dedicated formally Oct. 21, with Gov. 
W. Averell Harriman the principal speaker. Three 
new wings and a fourth floor have been added. The 
new building has been reconstructed from a struc- 
ture completed in 1937, when the medical college 
was a part of Syracuse University. Now it is a unit 
of State University of New York. Designed for 
four classes of 100 medical students each, the Basic 
Sciences Building contains complete medical 
science instructional facilities and ample quarters 
for faculty and student research projects. The six 
basic science departments located in the building 
are those of anatomy, microbiology, pathology, 
physiology, pharmacology, and biochemistry. The 
Basic Sciences Building is the nucleus of the Up- 
state Medical Center, which eventually will include 
colleges of nursing, dentistry, medical technology, 
and other health fields. The next step in the univer- 
sity’s plan for the Medical Center is a new teaching 
hospital, for which plans are now being drawn. 
During the week of dedicatory events, members of 
the Onondaga County Medical Society toured the 
new building and held a meeting there Tuesday 
evening. On Oct. 22 the annual Hilda Freeman 
Silverman lecture was presented in the auditorium 
by Dr. Alexander D. Langmuir, chief of the U. S. 
Public Health Service Communicable Disease Cen- 
ter, Atlanta, Ga. The year ending in June, 1959, has 
been named Dedication Year at the Upstate Med- 
ical Center in honor of completion of the new 
Basic Sciences Building, and a number of special 
scientific programs and other events are being held. 


New York City 

Dr. Salisbury Honored.—On the retirement as med- 
ical director for many years of the United Fruit 
Company, Dr. Edward I. Salisbury was guest of 
honor at a luncheon in New York City, Oct. 17, 
presented by Dr. Charles M. Gratz, of Greenwich, 
Conn. The principal speaker at the luncheon was 
the Honorable Spruille Braden, former American 
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Ambassador to Cuba and Guatemala, and among 
the guests were Drs. Richardo Aguilar and Ruben 
Aguilar, father and son of Guatemala, whose family 
has been active through four generations in surgery 
in Central America. 


Dr. Scheie to Give Schoenberg Lecture.—The an- 
nual Schoenberg Memorial Lecture sponsored joint- 
ly by the New York Society for Clinical Ophthal- 
mology and the National Society for the Prevention 
of Blindness will be given at 8:15 p. m., Dec. 1, at 
the New York Academy of Medicine, 2 E. 103rd St. 
Dr. Harold G. Scheie, professor of ophthalmology, 
University of Pennsylvania School of Medicine, 
Philadelphia, will give an address on “Management 
of Infantile Glaucoma.” Dr. Mark J. Schoenberg, a 
New York ophthalmologist, was prominent in the 
work of both the National Society for the Preven- 
tion of Blindness and the New York Society for Clin- 
ical Ophthalmology. Since his death in 1945, the 
two societies have joined each year in honoring his 
memory. All physicians will be welcome. 


Personal.—Dr. Hector Mazzella has been appointed 
visiting professor of physiology at the State Univer- 
sity of New York Downstate Medical Center in 
Brooklyn. Dr. Mazzella is a professor of physiology 
at the School of Medicine in Montevideo, Uruguay, 
and is the author of many articles in scientific sub- 
jects.——At a special ceremony Sept. 19 Dr. 
Ben-Henry Rose was decorated by the Haitian 
Government with the medallion and certificate of 
the appointment as an Officer in the Nationa] Order 
of Merit and Honor of the Republic of Haiti “for 
meritorious professional services rendered to Hai- 
tians upon his several visits to that country, and to 
their compatriots residing in New York.”——Dr. 
James B. Amberson, III, professor of medicine 
emeritus at Columbia University’s College of Physi- 
cians and Surgeons and former visiting physician in 
charge of Bellevue Hospital's chest service, has 
been named general director of the New York 
Tuberculosis and Health Association, where he 
previously held the title of director. At the same 
time Mr. Irving Mushlin, associate director since 
1955, was named managing director of the asso- 
ciation. 


PENNSYLVANIA 

Philadelphia 

Stieglitz Memorial Lecture.—The first Edward 
Julius Stieglitz Memorial Lecture was given re- 
cently at a banquet in connection with Lankenau 
Hospital's two-day research conference on “Bone 
As A Tissue.” Clive M. McCay, Ph.D., professor of 
nutrition at Cornell University Medical College, 
New York, since 1934, presented the memorial 
address on “Nutritional Influences on Bone.” The 
lectureship was established to commemorate Dr. 
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Stieglitz, who died last summer. A pioneer in geriat- 
rics, Dr. Stieglitz authored the “Care of the Aging 
and the Aged” and “Medical Care of Later Ma- 
turity.” 


Shop for Surgical Needs.—At the Cardiovascular 
Institute, Hahnemann Medical College and Hospi- 
tal, a plaque has been placed honoring the mem- 
bers of the Philadelphia Chapter, Machinery Deal- 
ers National Association, who donated machine 
tools and money to the Mary Bailey Foundation for 
a specialized shop. The metal-working machine 
shop, located in the Cardiovascular Institute, will 
be used by doctors and technicians to produce new, 
experimental surgical instruments, tools, and equip- 
ment needed in the advance study of heart surgery. 
The effort began two years ago when officials of 
the foundation asked the Philadelphia Chapter of 
MDNA for assistance in planning and equipping 
such a shop, which would eventually reduce the 
cost of such instruments and equipment. 


TENNESSEE 

Symposiums on Nutrition and Medical Education.— 
On Dec. 4 and 5 the Vanderbilt University School 
of Medicine, Nashville, will present two sym- 
posiums in honor of John Barlow Youmans on “Nu- 
trition in Internal Medicine,” with Dr. Frank B. 
Berry, assistant secretary of defense (health and 
medical), Washington, D. C., as chairman, and 
“Medical Education,” with Dr. Joseph C. Hinsey, 
director, New York Hospital-Cornell Medical Cen- 
ter, New York City, as chairman. A subscription 
dinner is planned for 7 p. m., Dec. 4. A panel dis- 
cussion, “Medical Education—Its Future,” will be 
moderated by Dr. Robert C. Berson and will in- 
clude the following participants: Dr. Lowell. T. 
Coggeshall, dean, Division of the Biological Sciences 
including the School of Medicine, University of 
Chicago; Dr. Lester J. Evans, executive associate, 
The Commonwealth Fund, New York City; Dr. C. 
Sidney Burwell, Samuel A. Levine professor of 
medicine, Harvard University, Boston; and Dr. 
Ward Darley, executive director, Association of 
American Medical Colleges, Evanston, Ill. For in- 
formation write the Symposia Secretary, School of 
Medicine, Vanderbilt University, Nashville 5, Tenn. 


WISCONSIN 

Cancer Seminar in Milwaukee.—The annual cancer 
seminar sponsored by the Wisconsin Society of 
Pathologists and Milwaukee Chapter of the Ameri- 
can Cancer Society will be presented Dec. 6, 1 p.m., 
at Marquette University School of Medicine, Mil- 
waukee. The seminar will be on “Tumors of the 
Chest,” moderated by Dr. William A. D. Anderson, 
of Miami, Fla. There will be a morning session de- 
voted to clinical pathology presented by the mem- 
bership. A limited supply of slide sets are available 
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at $10 service charge. Requests should be directed 
to: Dr. Robert S. Haukohl, 561 N. 15th St., Mil- 
waukee 3, Wis. 


GENERAL 

Prevalence of Poliomyelitis —According to the Na- 
tional Office of Vital Statistics, the following num- 
ber of reported cases of poliomyelitis occurred in 
the United States, its territories and possessions in 
the weeks ended as indicated: 


Novy. 1, 1958 


Nov. 2, 
Paralytie Total 1957 
\reu Type Cases Total 
New England States 
Massachusetts 1 1 
Rhode Island 
Connecticut 1 1 
Middle Atlantic States 
East North Central States 
Indiana a : 6 9 12 
Illinois .... 6 12 4 
Michigan ... 10 3 
West North Central States 
6 6 1 
South Atlantic States 
Delaware 
1 1 2 
Distriet of Columbia ° 
esd 6 7 2 
Georgia 1 1 2 
Florida 2 ll 1 
East South Central States 
Kentucky . 10 ll 1 
‘Tennessee 1 1 
Alabama > 
Mississippi 1 1 
West South Central States 
eens 18 21 9 
Mountain States 
6 7 
2 2 1 
Pacific States 


113 187 77 


Bahamas Surgical Conference.—The first Bahamas 
Surgical Conference will be held at the British 
Colonial Hotel, Nassau, Dec. 29-Jan. 17. Among 
the speakers will be: 
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Drs. Lowell F. Bushnell, Los Angeles; Robert E. Cassidy, 
James H. Ferguson, Francis N. Cooke, John J. Farrell, Don- 
ald W. Smith, Miami; Max G. Carter, New Haven; John M. 
Chamberlain, Gerald H. Pratt, Charles E. Rogers, New York; 
Lawrence S. Fallis, James Barron, Jean P. Pratt, Detroit; 
Lewis K. Ferguson, Arthur Finkelstein, Henry J. Tumen, 
Robert P. Glover, Louis E. Silcox, Philadelphia; Randolph L. 
Clark Jr., Edgar C. White, William O. Russell, Houston; 
Raymond H. Rigdon, Galveston; Philipp R. Rezek, Miami; 
Bella R. Hearst, Dallas; William A. Hopkins, Atlanta; 
Maurice §S. Mazel, Chicago;; Karl P. Klassen, Columbus, 
Ohio; George G. McHardy, New Orleans. 


The Sunday Evening Lecture will be given by 
Mr. M. E. Lerch, eastern director of public rela- 
tions, Household Finance Corporation. Six movie 
films will be available for showing. Participants in 
the conference and their parties enjoy special re- 
duced hotel rates at the British Colonial Hotel in 
Nassau, provided that reservations are made by 
writing directly to “Bahamas Conference,” P. O. 
Box 4037, Fort Lauderdale, Fla. Reservations 
should be made at once. If reservations are made by 
telephone, call JAckson 3-7303 at Fort Lauderdale, 
Fla. Indicate the type of accommodation required. 


Midwest Allergists Meet in Detroit.—The Sheraton 
Cadillac Hotel, Detroit, will be headquarters for 
the Midwest Forum on Allergy, Dec. 6-7, sponsored 
by the Michigan Allergy Society and including the 
allergy societies of Buffalo, Chicago, Cleveland, 

Michigan, Ohio Valley, Pittsburgh, and West Vir- 

ginia. Dr. Sara Dubo, Northville, Mich., will present 

“Psychiatry and Allergy” as guest lecturer the morn- 

ing of Dec. 6. The following panel discussions and 

participants are planned: 

Drug Allergy, Drs. Edward A. Carr Jr., Ann Arbor, Mich.; 
Max Samter, Chicago; and Theodore L. Squier, Milwaukee. 

Insect Allergy, Drs. Frank Perlman, Portland, Ore.; Karl D. 
Figley, Toledo, Ohio; Iredell M. Hinnant, Cleveland; and 
Howard Osgood, Buffalo, N. Y. 

Occupation and Allergy, Drs. Seward E. Miller, Ann Arbor, 
Mich.; William R. Buckley, Rochester, N. Y.; Rex H. Wil- 
son, Akron, Ohio; and Harold H. Gay, Midland, Mich. 

A symposium the afternoon of Dec. 6 on “Corti- 
cotropin and Corticosteroids” will be moderated by 
Dr. Carl E. Arbesman, Buffalo, N. Y. Following 
dinner that evening Warren H. Wagner Jr., Ph.D., 
Ann Arbor, Mich., will present “Ragweed Pollen: 
Its Production, Emanation, Dissipation and De- 
struction.” For information write Dr. John M. 
Sheldon, University Hospitals, Ann Arbor, Mich., 
General Chairman. 


Chest Physicians Meet in Minnesota.—The Interim 
Session of the American College of Chest Physi- 
cians will be held on Nov. 29-30 at the Mayo Clinic 
and Kahler Hotel, Rochester, Minn., and on Dec. 1 
at the Radisson Hotel, Minneapolis. The morning 
session Nov. 29 will consider thoracic and cardio- 
vascular surgery followed by a motion picture 
session including seven films. That afternoon a pul- 
monary section and cardiac section will be held, 
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and the banquet, presided over by Dr. Donald R. 

McKay, Buffalo, New York, president of the col- 

lege, will be held that evening. Four round-table 

luncheons will be presented Nov. 30: 

Disorders of Esophageal Motility, moderated by Dr. Charles 
F. Code, Rochester, Minn. 

Bronchography, Indications and Techniques, Dr. Sheldon E. 
Domm, Knoxville, Tenn. 

Surgical Treatment of Acquired Valvular Heart Disease, Dr. 
Robert P. Glover, Philadelphia. 

Early Detection of Emphysema, Dr. Peter A. Theodos, Phila- 
delphia. 

Nine fireside conferences will be presented the 

evening of Nov. 30. A panel discussion, “Inhalation 

Therapy,” moderated by Dr. Edwin R. Levine, 

Chicago, is planned for the evening of Dec. 1. For 

information write the American College of Chest 

Physicians, 112 E. Chestnut St., Chicago 11. 


Missing Person Wanted.—The Salt Lake County 
(Utah) Sheriff's Office is seeking information on the 
whereabouts of Richard Nunley, aged 26, who has 


Richard Nunley. 


a light complexion, blue eyes, blond straight hair, 
is 5 ft. 10 in. in height, and weighs 160 Ibs. On Sept. 
3, Nunley and his 3-year-old son, Raymond Scott 
Nunley, left their home for a grocery store two 
blocks away. When they failed to return a few days 
later, the Salt Lake County Sheriffs Office was 
notified and a missing person broadcast was made. 
Later the Sheriff's Office was notified that Richard 
Nunley was seen in Montpelier, Idaho. This was the 
last information received on these people until late 
afternoon on Oct. 7, when the decomposed body of 
Raymond Nunley was found in a field two blocks 
from the store. 
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Nunley was last seen wearing charcoal slacks, and 
a light shirt with pink dots. He has worked at 
theatres as an operator and handy man and may seek 
this type of employment. 
His fingerprint classification is as follows: 
2% L 2 W MOM. 
ior 


If anvone knows Richard Nunley’s whereabouts, 
they are requested to contact the Salt Lake County 
Sheriff, George Beckstead, City and County Build- 
ing, Salt Lake City, Utah, or their local law enforce- 
ment office. 


LATIN AMERICA 
Zoonoses Center in Argentina.—The Rockefeller 
Foundation has made available some $10,000 to 
further the fight against the zoonoses in the 
Americas. The Pan American Zoonoses Center, 
established in 1956 in Azul, Argentina, 185 miles 
south of Buenos Aires, is the only institution of its 
kind. At present its work is concentrated on rabies, 
brucellosis, and hydatidosis. Work in the virus 
encephalitides, anthrax, leptospirosis, bovine tuber- 
culosis, psittacosis, trichinosis, and salmonellosis 
will be increased as the facilities permit. The center 
offers many services: training, consultation, field 
demonstrations, confirmatory diagnostic tests, and 
research, under the administration of the Pan 
American Sanitary Bureau. 


EXAMINATIONS 
AND 
LICENSURE 


NATIONAL BOARD OF MEDICAL EXAMINERS 


National Board of Medical Examiners: Part II only, April 
21-22: Parts I and II, June 16-17; Part I only, Sept. 9-10. 
Examinations must be received at least six weeks in ad- 
vance of a specific examination date. Examining centers 
established after close of registration. Exec. Sec., Dr. John 
P. Hubbard, 133 South 36th St., Philadelphia 4. 


EDUCATIONAL COUNCIL FOR FOREIGN MEDICAL 
GRADUATES, INC. 


Educational Council for Foreign Medical Graduates, Inc.: 
Stations around the world, Feb. 17. Deadline for foreign 
applications is Nov. 17. The following examination will be 
held Sept. 22 with application deadline of June 22. Exec. 
Director, Dr. Dean F. Smiley, 1710 Orrington Ave., Evans- 
ton, IIl. 


BOARDS OF MEDICAL EXAMINERS 


ALABAMA: Written. Montgomery, June 16-18. Sec., Dr. D. G. 
Gill, State Office Bldg., Montgomery 4. 

ALasKA:® On application in Anchorage and Juneau. Sec., 
Dr. W. M. Whitehead, 172 South Franklin St., Juneau. 

Anizona:® Written Examination and Reciprocity. Phoenix, 
Jan. 14-16. Sec., Dr. Thomas H. Bate, 2910 North 7th Ave., 

Phoenix. 
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Cauirornia: Oral Examination, San Francisco, November 
15. Oral and Clinical Examination for Foreign Medical 
School Graduates. San Francisco, June 15; Los Angeles, 
August 17; San Francisco, November 16. Sec., Dr. Louis 
E. Jones, 1020 N Street, Sacramento. 

Cotorapo: Written. Denver, Dec. 9-10. Exec. Sec., Mrs. 
Beulah H. Hudgens, 715 Republic Bldg., Denver 2. 

Connecticut: *® Homeopathic. Examination. Derby, Jan. 13. 
Sec., Dr. Donald A. Davis, 38 Elizabeth St., Derby. 

DeLaware: Written Examination and Endorsement. Dover, 
Jan. 13-15, Jan. 22. Sec., Dr. Joseph S$. McDaniel, Pro- 
fessional Bldg., Dover. 

FLoripa:® Examination. Miami Beach, Nov. 23-25. Sec., Dr. 
Homer L. Pearson, 901 N. W. 17th St., Miami 36. 

Georcia: Examination and Reciprocity. Atlanta, June. Sec., 
Mr. C. L. Clifton, 224 State Capitol, Atlanta 3. 

Guam: Subject to Call. Act. Sec., Dr. F. L. Conklin, Agana. 

Ipano: Examination and Endorsement. Boise, Jan. 12-14. 
Sec., Mr. Armand L. Bird, 364 Sonna Bldg., Boise. 

Intinois: Examination and Reciprocity. Chicago, Jan. 26-30. 
Supt. of Registration, Mr. Fredric B. Selcke, Capitol 
Bldg., Springfield. 

lowa:*® Examination and Endorsement. Des Moines, Dec. 
8-10. Exec. Sec., Mr. Ronald V. Saf, State Office Bldg., 
Des Moines 19. 

Kentucky: Examination. Louisville, Dec. 8-10. Sec., Dr. 
Russell E. Teague, 620 South Third St., Louisville 2. 

Loutstana: Examination and Reciprocity. New Orleans, Dec. 
11-13. See., Dr. Edwin H. Lawson, 930 Hibernia Bank 
Bldg., New Orleans 12. 

MaryLANnbD: Examination. Baltimore, Dec. 9-11. Sec., Dr. 
Frank K. Morris, 1211 Cathedral St., Baltimore 1. 

Massacuusrtts: Examination. Boston, Jan. 13-16. Sec., Dr. 
Robert C. Cochrane, State House, Room 37, Boston 33. 

Montana: Examination and Reciprocity. Helena, April 7. 
Sec., Dr. Thomas L. Hawkins, 555 Fuller Ave., Helena. 

NeBRASKA:*® Examination. Omaha, June. Director, Mr. 
Husted K. Watson, Room 1009, State Capitol Bldg., Lin- 
coln 9. 

Nevapa:® Examination and Reciprocity. Reno, Dec. 2. Sec., 
Dr. George H. Ross, 112 North Curry St., Carson City. 
New Hampsuire: Examination and Endorsement. Concord, 
Mar. 11-14. Sec., Dr. Edw. W. Colby, 61 So. State St., 

Concord. 

New York: Examination. Albany, Buffalo, New York and 
Syracuse, Dec. 2-5. Sec., Dr. Stiles D. Ezell, 23 S. Pearl St., 
Albany. 

NortH Carona: Reciprocity. Southern Pines, Jan. 17. Ex- 
amination. June. Asst. Sec., Mrs. Louise J. McNeill, 716 
Professional Bldg., Raleigh. 

Nortu Dakora: Examination and Reciprocity. Grand Forks, 
Jan. 7-10. Sec., Dr. C. J. Glaspel, Grafton. 

Onto: Examination. Columbus, Dec. 16-18. Endorsement. 
Columbus, Dec. 16-18. Sec., Dr. H. M. Platter, Wyandotte 
Bldg., Columbus 15. 

OKLAHOMA:® Examination. Oklahoma City, June 2-3. Exec. 
Sec., Mrs. E. L. Haidek, 813 Braniff Bldg., Oklahoma City. 

OrEcoN:® Examination. Portland, Jan. 6-7. Reciprocity. Port- 
land, Jan. 8-i0. Exec. Sec., Mr. Howard I. Bobbitt, 609 
Failing Bldg., Portland 4. 

PENNSYLVANIA: Endorsement. Harrisburg, Dec. 11-12. Ex- 
amination. Philadelphia, Jan. 7-10. Sec., Mrs. Margaret G. 
Steiner, Box 911, Harrisburg. 

Ruove IsLaAnp:* Examination. Providence, Jan. 8-9. Admin., 
Division of Professional Regulation, Mr. Thomas B. Casey, 
366 State Office Bldg., Providence. 

SourH Carouina: Endorsement. Columbia, Dec. 9. Sec., 

Dr. H. E. Jervey, Jr., Blanding Bldg., Columbia. 
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Soutu Daxora:* Examination. Sioux Falls, Jan. 20-21. Exec. 
Sec., Mr. John C. Foster, 300 First National Bank Bldg., 
Sioux Falls. 

TENNESSEE:* Examination. Memphis, Dec. 17-18. Sec., Dr. 
H. W. Qualls, 1635 Exchange Bldg., Memphis 3. 

Texas:” Examination and Reciprocity. Fort Worth, Dec. 
4-6. Sec., Dr. M. H. Crabb, 1714 Medical Arts Building, 
Fort Worth 2. 

Uran: Examination. Salt Lake City, July 8-10. Dir., Mr. 
Frank E. Lees, 324 State Capitol Bldg., Salt Lake City 1. 

Vircinia: Examination and Reciprocity. Richmond, Dec. 4-6. 
Address: Virginia Board of Medical Examiners, 631 First 
St., S. W., Roanoke. 

WasHINGTON:*® Examination. Seattle, Jan. 12-14. Sec., Mr. 
Thomas A. Carter, Capitol Bldg., Olympia. 

West Vircinia: Examination and Reciprocity. Charleston, 
Jan. 5-7. Sec., Dr. Newman H. Dyer, State Office Bldg. 
No. 3, Charleston 5. 

Wisconsin:° Examination and Reciprocity. Madison, Jan. 
13-15. Sec., Dr. Thomas W. Tormey, Jr., 1140 State Office 
Bldg., 1 West Wilson St., Madison. 

Wyominc: Examination and Reciprocity. Cheyenne, Feb. 2. 
Sec., Dr. Franklin D. Yoder, State Office Bldg., Cheyenne. 


BOARDS OF EXAMINERS IN THE BASIC SCIENCES 


Arizona: Examination. Tucson, Dec. 16. Sec., Mr. Herman 
E. Bateman, University of Arizona, Tucson. 

Cotorapo: Examination and Reciprocity. Denver, Dec. 3-4. 
Sec., Dr. Esther B. Starks, 1459 Ogden St., Denver 18. 
Connecticut: Examination. New Haven, Feb. 14. Exec 
Asst., Mrs. Regina G. Brown, 258 Bradley St., New Haven 

10. 

FLormwa: Examination. Miami, June 6. Sec., Mr. M. W. 
Emmel, University of Florida, Box 340, Gainesville 

lowa: Examination. Des Moines, Jan. 13. Sec., Dr. Elmer W. 
Hertel, Wartburg College, Waverly. 

Kansas: Endorsement. Kansas City, Jan. 14. Examination 
Kansas City, Jan. 16-17. Sec., State Board of Healing Arts, 
Dr. F. J. Nash, New Brotherhood Bldg., Kansas City. 

MicuicaNn: Examination. Ann Arbor and Detroit, Feb. 12-13. 
Sec., Mrs. Anne Baker, 116 Stevens T. Mason Bldg., West 
Michigan Ave., Lansing. 

Minnesota: Examination. Minneapolis, Jan. 6-7. Sec., Dr. 
Raymond N. Bieter, 105 Millard Hall, University of Min- 
nesota, Minneapolis 14. 

Nevapa: Examination and Reciprocity. Reno, Dec. 2. Sec., 
Dr. Donald G. Cooney, Box 9005, University of Nevada, 
Reno. 

New Mexico: Examination. Santa Fe, Jan. 18. Sec., Mrs. 
Marguerite Cantrell, Box 1522, Santa Fe. 

OKLAHOMA: Examination. Oklahoma City, Mar. 27-28. Exec. 
Sec., Mrs. L. Haidek, 813 Braniff Bldg., Oklahoma City. 

Orecon: Examination. Portland, Dec. 6. Sec., Dr. Earl M. 
Pailett, Box 5175, Eugene. 

Ruopve IsLanp: Examination. Providence, Nov. 19. Admin. of 
Professional Regulation, 366 State Office Bldg., Providence. 

Soutu Dakota: Examination. Vermillion, Dec. 5-6. Sec., Dr. 
Gregg M. Evans, 310 East 15th St., Yankton. 

TENNESSEE: Examination. Memphis, Dec. 31-Jan. 1. Sec., 
Dr. O. W. Hyman, 62 South Dunlap St., Memphis 3. 

Texas: Examination, April 1959. Certificates issued by rec- 
iprocity and waiver on the first and fifteenth of each 
month. Sec., Bro. Raphael Wilson, 407 Perry-Brooks Bldg., 
Austin. 

WASHINGTON: Examination. Seattle, Jan. 7-8. Sec., Mr. 
Thomas A. Carter, Capitol Bldg., Olympia. 

Wisconsin: Examination. Milwaukee, Dec. 6, Madison, Apr. 
4. Sec., Dr. W. H. Barber, 621 Ransom St., Ripon. 


*Basic Science Certificate required. 
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Allen, Samuel Shelhorn ® Macomb, IIl.; Indiana 
Medical College, School of Medicine of Purdue 
University, Indianapolis, 1906; on the staff of St. 
Francis Hospital; died in Memorial Hospital, 
Carthage, Sept. 19, aged 75. 


Alston, Lucius Charles, Mesa, Ariz.; University of 
West Tennessee College of Medicine and Surgery, 
Memphis, Tenn., 1918; served overseas during 
World War I; died in Long Beach, Calif., Sept. 16, 
aged 66, of arteriosclerosis. 

Bernard, Melamed Benjamin ® Philadelphia; Uni- 
versity of Pennsylvania School of Medicine, Phila- 
delphia, 1909; veteran of World 


DEATHS 


occlusion, while attending a meeting of the Radio- 
logical Society of North America. Dr. Furey was 
born in Chicago Jan. 8, 1898. He received his med- 
ical degree from Northwestern University Medical 
School in Chicago in 1923, and interned at the 
Mercy Hospital. Since April 1954, he had been a 
clinical professor of radiology at the Stritch School 
of Medicine of Loyola University, where he joined 
the faculty in 1927 as clinical assistant in orthopedic 
surgery; he was promoted to clinical instructor in 
orthopedic surgery in March 1929, transferred from 
orthopedic surgery to roentgenology, as a clinical 
assistant in October 1930; promoted to clinical 

associate in roentgenology in De- 


War I; died in the Veterans Ad- 
ministration Hospital Sept. 30, 
aged 74, of intracranial hemor- 
rhage. 


Coffman, John Marvin ® Owens- 
boro, Ky.; Georgia College of Ec- 
lectic Medicine and Surgery, At- 
lanta, 1912; died in the Owensboro 
—Daviess County Hospital Sept. 
25, aged 80. 


Conwell, John William, Cleveland; 
Western Reserve University School 
of Medicine, Cleveland, 1918; 
served on the faculty of his alma 
mater; past-governor of the Ohio 
State University Alumni Associa- 
tion in Ohio and past-president of 
the Cuyahoga County Alumni As- 
sociation; during World War II in 
the Coast Guard Auxiliary and 
the Cleveland Heights Civil De- 
fense Organization; associated with the Leonard C. 
Hanna Pavilion of the University Hospitals of 
Cleveland; died Sept. 23, aged 66. 


Dreiss, Adolph Martin ® San Antonio, Texas; Uni- 
versity of Texas School of Medicine, Galveston, 
1919; died in the Santa Rosa Hospital July 24, aged 
64, of cerebral hemorrhage. 


Engelhardt, Carolina Sylvia Ruth, Philadelphia; 
Woman's Medical College of Pennsylvania, Phila- 
delphia, 1907; a charter member of the Woman's 
Medical College Hospital; died in Heidelberg, Ger- 
many, Aug. 24, aged 82. 

Furey, Warren William ® Chicago, a member of 
the Board of Trustees of the American Medical 
Association, died Nov. 19, aged 60, of coronary 


@ Indicates Member of the American Medical Association. 


Warren W. Furey, M.D., 1898-1958. 


cember 1931 and was promoted to 
to assistant clinical professor of 
roentgenology in December 1944. A 
specialist certified by the American 
Board of Radiology, Dr. Furey was 
a member of the American Roent- 
gen Ray Society, International Col- 
lege of Surgeons, American Ra- 
dium, and the American College of 
Radiology, of which he was presi- 
dent in 1955 and at one time treas- 
urer. In 1950 he was president of 
the Radiological Society of North 
America and in 1954 was presented 
with its gold medal and citation for 
his long service to medicine and 
radiology. In 1955 he received the 
alumni medal of Loyola University 
and the following vear an alumni 
citation from Northwestern Uni- 
versity. In 1948 he was president of 
the Chicago Medical Society. Since 
1956 Dr. Furey has been president of the Tubercu- 
losis Institute of Chicago and Cook County. From 
1950 to 1955 he was president of the Illinois Med- 
ical Service (Blue Shield) and from 1951 to 1955 
secretary of the Blue Shield Commission. He was 
chief radiologist at the Little Company of Mary 
Hospital in Evergreen Park, Ill., and the Mercy 
Hospital, and radiological consultant at Lewis Me- 
morial Maternity Hospital. Dr. Furey was general 
chairman of the local committee on arrangements 
for the American Medical Association meeting in 
Chicago in June 1948; from 1948 to 1957, he was 
a member of the House of Delegates of the Amer- 
ical Medical Association. In 1955 he became a 
member of the Council on Constitution and Bylaws 
and only last June elected a member of the 
Board of Trustees. 
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Ganey, Joseph Matthew Sr., Waterford, Conn.; 
born Nov. 8, 1878; College of Physicians and Sur- 
geons, Baltimore, 1904; for 16 years served on the 
board of education and was president at the time 
of his resignation in 1934; served overseas during 
World War I and his decorations included four 
campaign bars on a service ribbon and a Distin- 
guished Service Cross; in 1933 appointed to the 
Public Health Council of the State Health Depart- 
ment; in 1940 named to the Selective Service Board 
for New London, Windham, Middlesex and Tol- 
land counties; for many years was with the U. S. 
Public Health Service, serving as quarantine officer 
for the Port of New London; served as Waterford 
medical examiner for 15 years, resigning in 1953; 
for many years health officer and school physician; 
on the staff of the Lawrence and Memorial Asso- 
ciated Hospitals, New London; died in Preston 
Sept. 9, aged 79, of coronary heart disease. 


Gerwig, Henry Eugene ® Downing, Mo.; Barnes 
Medical College, St. Louis, 1902; died Sept. 9, 
aged 83, of adenocarcinoma of the prostate. 


Glazer, Alfred Mirron ® Cincinnati; University of 
Michigan Medical School, Ann Arbor, 1929; spe- 
cialist certified by the American Board of Internal 
Medicine; member of the Cincinnati Academy of 
Medicine; served on the faculty of the University 
of Cincinnati College of Medicine; veteran of 
World War II; on the staffs of Cincinnati General 
Hospital and the Jewish Hospital, where he died 
Sept. 26, aged 52. 


Goggins, John William ® Chilton, Wis.; Wisconsin 
College of Physicians and Surgeons, Milwaukee, 
1910; on the staffs of the Calumet Memorial Hos- 
pital in Chilton and St. Agnes Hospital in Fond 
du Lac, where he died Sept. 16, aged 78, of cere- 
bral hemorrhage. 


Heston, Herman E., Ocoee, Tenn.; Starling Medical 
College, Columbus, 1896; formerly practiced in 
Cleveland and Columbus, Ohio, where he was 
chief medical examiner for the Pennsylvania Rail- 
road; died Sept. 19, aged 83. 


Higley, Charles James, Ballston Spa, N. Y.; Albany 
(N. Y.) Medical College, 1918; member of the Med- 
ical Society of the State of New York and the 
American Academy of General Practice; veteran 
of World War I; health officer for Ballston Spa and 
the town of Milton; physician for the Ballston Spa 
Central School and Saratoga County Jail; on the 
board of Homestead (Pa.) Sanitarium; on the staffs 
of the Benedict Memorial Hospital in Ballston Spa 
and the Saratoga Hospital in Saratoga Springs, 
where he died Sept. 7, aged 63, of acute coronary 
thrombosis. 


Hileman, Stephen Lee ® Lincoln Park, Mich.; 
Detroit College of Medicine and Surgery, 1928; 
member of the Industrial Medical Association; 
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served on the staffs of the Wyandotte ( Mich.) 
General Hospital and the Delray General Hospital 
in Detroit; died in Gaylord Sept. 24, aged 59, in a 
private plane crash. 


Hillenbrand, Alfred Edwin ® Detroit; Wayne Uni- 
versity College of Medicine, Detroit, 1938; member 
of the American Academy of General Practice; 
veteran of World War II; on the staff of the Bon 
Secours Hospital in Grosse Pointe, Mich.; died 
Sept. 26, aged 49, of acute myocardial infarction. 


Hilliard, Charles Wesley, Winter Haven, Fla.; 
Medical College of Alabama, Mobile, 1895; veteran 
of World War I; died Sept. 23, aged 87, of coronary 
artery disease. 


Hudson, Wendell Phillips, Franklin, Mass.; College 
of Physicians and Surgeons, Boston, 1904; served 
on the staff of Children’s Hospital in Boston; died 
Sept. 18, aged 78, of coronary artery disease. 


Jackson, Richard Howard, Chicago; Meharry Med- 
ical College, Nashville, Tenn., 1922; died Sept. 13, 
aged 72, of chronic myocarditis. 


Johnson, Charles Isaac “® Brookline, Mass.; born in 
Rutledge, Ala., June 1, 1898; University of Virginia 
Department of Medicine, Charlottesville, 1923; 
specialist certified by the American Board of 
Otolaryngology; member of the American Acad- 
emy of Ophthalmology and Otolaryngology and 
the American Laryngological, Rhinological and 
Otological Society; at one time on the faculty of 
Harvard Medical School in Boston; veteran of 
World Wars I and II; associated with the Massa- 
chusetts Eye and Ear Infirmary, Massachusetts 
General Hospital, Faulkner Hospital, Channing 
Home, and Children’s Hospital in Boston; con- 
sultant, Framingham ( Mass.) Union Hospital and 
Winthrop ( Mass.) Community Hospital; died Sept. 
30, aged 60, of coronary artery disease. 


Jonas, Leon, Philadelphia; University of Pennsyl- 
vania School of Medicine, Philadelphia, 1909; an 
associate member of the American Medical Asso- 
ciation; associated with the Albert Einstein Medical 
Center, Northern Division, and the Hospital of the 
University of Pennsylvania, where he died Sept. 29, 
aged 74, of congestive heart failure. 


Keating, William Bernard, Natick, Mass.; College 
of Physicians and Surgeons, Boston, 1912; served 
with the U. S. Public Health Service; died Sept. 13, 
aged 73. 

Kechele, Delbert Vine “ Bluefield, W. Va.; West- 
ern Reserve University School of Medicine, Cleve- 
land, 1920; member of the board of directors and 
past-president of the West Virginia Cancer Society; 
served as treasurer of the Mercer County Medical 
Society; specialist certified by the American Board 
of Radiology; member of the American College of 
Radiology; served on the faculty of the Medical 
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College of Virginia, Richmond; radiologist at St. 
Luke's Hospital, where he died Sept. 13, aged 65, 
of a brain tumor. 


Kochmann, Alfred ® New York City; Friedrich- 
Wilhelms—Universitat Medizinische Fakultat, Ber- 
lin, Prussia, 1913; specialist certified by the Ameri- 
can Board of Otolaryngology; on the staffs of the 
Mount Vernon (N. Y.) Hospital and the Lincoln 
Hospital; drowned in Acapulco, Mexico, Sept. 25, 
aged 69. 


Leiter, H. Evans ® New York City; University and 
Bellevue Hospital Medical College, New York 
City, 1930; specialist certified by the American 
Board of Urology; member of the American Uro- 
logical Association; fellow of the American College 
of Surgeons; associated with Mount Sinai and Beth 
Israel hospitals, and the Hospital for Joint Diseases; 
consultant in urology to the Veterans Administra- 
tion; died Sept. 12, aged 51. 


Levin, Charles Alec, Hartford, Conn.; Johns Hop- 
kins University School of Medicine, Baltimore, 
1920; a member of the courtesy staff of Hartford 
Hospital, where he died Sept. 26, aged 64. 


Lineberry, E. Dice ™ Birmington, Ala.; born in 
Cliffview, Va., Oct. 5, 1901; University of Virginia 
Department of Medicine, Charlottesville, 1926; spe- 
cialist certified by the American Board of Internal 
Medicine; fellow of the American College of Phy- 
sicians and for 9 years governor of the state chap- 
ter; served on the faculty of the Medical College of 
Alabama; past-president of the Jefferson County 
Medical Society; member of the House of Dele- 
gates of the American Medical Association from 
1946 to 1948; on the staff of the Carraway Method- 
ist Hospital; died Sept. 6, aged 56, of coronary 
occlusion and infarction and cancer of the rectum 
with metastasis to lungs and larynx. 


Lockwood, Howard De Forest ® Meriden, Conn.; 
Yale University School of Medicine, New Haven, 
1901; served as president and secretary of the 
Meriden Medical Society; for 30 years city medical 
examiner; formally city health officer; served on the 
staff of the Undercliff Sanatorium; served as presi- 
dent of the medical board and chairman of the 
board of directors of the Meriden Hospital; vet- 
eran of World War 1; member and past-president 
of the Meriden Rotary Club; died Sept. 25, aged 81. 


Loder, Horace Bolton, Bridgeton, N. J.; Johns Hop- 
kins University School of Medicine, Baltimore, 
1928; member of the Medical Society of New Jer- 
sey; veteran of World War II; on the staff of the 
Bridgeton Hospital, where he died Sept. 14, aged 55. 


Long, William Hunt © Indianapolis; Indiana Uni- 
versity School of Medicine, Indianapolis, 1908; at 
one time member of the city board of health; vet- 
eran of World War I; died Sept. 4, aged 76. 
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Loper, John C., Bridgeton, N. J.; Jefferson Medical 
College of Philadelphia, 1903; physician to the city 
schools; on the staff of the Bridgeton Hospital; 
died Sept. 1, aged 76, of coronary occlusion. 


McHugh, William James Jr. % Jeannette, Pa.; 
Hahnemann Medical College and Hospital of Phil- 
adelphia, 1943; member of the American Academy 
of General Practice; school physician in Jeannette; 
veteran of World War II; on the staff of the West- 
moreland Hospital in Greensburg; an active mem- 
ber of the Jeannette Memorial Hospital Associa- 
tion; editor of the Bulletin of the Westmoreland 
County Medical Society; a director of the Jeannette 
Federal Savings and Loan Association; died Sept. 
17, aged 44, of coronary thrombosis. 


McRae, Donald Hugh © Detroit; Michigan College 
of Medicine and Surgery, Detroit, 1905; veteran of 
World War I; on the staff of the Lincoln Hospital, 
where he died Sept. 11, aged 75, of cerebral 
thrombosis. 


MacGregor, Archibald E. % Battle Creek, Mich.; 
Detroit College of Medicine, 1901; fellow of the 
American College of Surgeons; past-president of 
the Calhoun County Medical Society; served on 
the staff of the Leila Y. Post Montgomery Hos- 
pital, where he died Sept. 17, aged 83, of cerebral 
thrombosis and arteriosclerosis. 


Maccani, William Louis, Ironwood, Mich.; Univer- 
sity of Illinois College of Medicine, Chicago, 1914; 
served as school physician and township health 
officer in Watersmeet for many years, and also in 
the same capacity for Lronwood township; served 
during World War I and later with the Army of 
Occupation; on the staff of the Grand View Hos- 
pital, where he died Sept. 10, aged 69, of cardio- 
renal disease. 


Maldonado, Miguel Angel © Warren Air Force 
Base, Wyo.; University of Puerto Rico School of 
Medicine, San Juan, P. R., 1955; service member of 
the American Medical Association; captain, medi- 
cal corps, U. S. Air Force Reserve; died Aug. 26, 
aged 28, of a self-inflicted gunshot wound in the 
head. 


Marasin, Theodore Louis “® Cutchogue, N. Y.: 
University of St. Andrews Conjoint Medical School, 
St. Andrews and Dundee, Scotland, 1935: veteran 
of World War II; on the staff of the Eastern Long 
Island Hospital in Greenport, where he died Sept. 
22. aged 52, of cancer of the sigmoid with metas- 
tases to the liver. 


Meeker, D. Olan ® Riverside, Conn.; University of 
Rochester School of Medicine and Dentistry, 
Rochester, N. Y., 1929; specialist certified by the 
National Board of Medical Examiners; a member 
of the American Medical Association Committee on 
Legislation representing the New England States 


E 


1796 DEATHS 


and was in charge of the Committee on Healing 
Arts for New England; served as medical director 
of the National Drug Company in Philadelphia and 
resigned to become medical consultant of the 
Ethical Products Division of the Ferry-Hanly Com- 
pany, New York advertising agency; assistant at- 
tending surgeon at Greenwich Hospital and con- 
sultant in proctology at the Nathaniel Witherell 
Hospital in Greenwich, Conn.; member of the 
Greenwich Chamber of Commerce and Civil Coun- 
cil, which he served as a director and chairman of 
the service division; a director of the Greenwich 
Rotary Club and past chairman of the committee 
on public welfare of the Greenwich Legislative 
Council; died in Pleasantville, N. Y., Sept. 13, aged 
57, of coronary disease. 


Mills, Harry Lee, Wichita, Kan.; Central Medical 
College of St. Joseph, Mo.; 1904; died in the Wes- 
ley Hospital Sept. 27, aged 77, of cerebral throm- 
bosis. 


Minchew, Benjamin Harvey ® Waycross, Ga.; born 
in Davis in 1882; Atlanta College of Physicians 
and Surgeons, 1909; past-president of the Medical 
Association of Georgia, Ware County Medical So- 
ciety, Georgia Eye, Ear, Nose and Throat Associa- 
tion, Atlantic Coast Line Surgeons, and the Eighth 
District Medical Society; served as vice-president 
of the Georgia Department of Public Health; fel- 
low of the American College of Surgeons; member 
of the House of Delegates of the American Medical 
Association from 1945 to 1951; veteran of World 
War I; on the staffs of the Memorial and Atlantic 
Coast Line hospitals; for many years physician for 
the Atlantic Coast Line Railroad; died in Thomas- 
ville Sept. 14, aged 76. 


Minkoff, Max, Brooklyn; Eclectic Medical College 
of the City of New York, 1911; died Sept. 25, aged 
74, of mediastinal lymphosarcoma. 


Moffitt, John Alfred ® San Marino, Calif.; Univer- 
sity of Louisville (Ky.) School of Medicine, 1921; 
member of the American Society of Anesthesiolo- 
gists; formerly on the faculty of the University of 
Oklahoma School of Medicine in Oklahoma City; 
specialist certified by the American Board of Anes- 
thesiology; on the staffs of the Hospital of the Good 
Samaritan, St. Vincent’s, and California hospitals, 
Los Angeles, and the Methodist Hospital, in Ar- 
cadia, where he died Sept. 24, aged 62, of cancer 
of the pancreas. 

Moore, William Bain, Louisville, Ky.; University of 
Nashville (Tenn.) Medical Department, 1899; an 
associate member of the American Medical Asso- 
ciation; died Sept. 20, aged 81, of myocarditis and 
uremia. 

Morsman, Charles Frank ® Hot Springs, S. D.; 
born in Galesburg, IIl., Jan. 4, 1880; University of 
Nebraska College of Medicine, Omaha, 1902; fel- 
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low of the American College of Physicians, of 
which he was governor in 1949; member of the 
Endocrine Society, Radiological Society of North 
America, and the American Radium Society; spe- 
cialist certified by the American Board of Internal 
Medicine; founder of the Dr. Charles Frank Mors- 
man Foundation at the University of Nebraska 
College of Medicine, Omaha, which foundation 
was set up by him to further the knowledge of 
endocrinology; served as president of the local 
Chamber of Commerce; for many years attending 
physician, State Soldiers’ Home Hospital; attend- 
ing internist, Lutheran Hospital, where he died 
Sept. 25, aged 78. 


Palen, Gilbert Joseph, Roxbury, N. Y.; Hahnemann 
Medical College and Hospital of Philadelphia, 
1895; professor emeritus of otology at his alma 
mater; fellow of the American College of Surgeons; 
served on the staff of the Hahnemann Hospital; 
formerly superintendent of the Margaretville (N. Y.) 
Hospital; past-president of the Philadelphia Rotary 
Club; died Sept. 6, aged 88, of arteriosclerosis. 


Pomainville, Frank Xavier “ Wisconsin Rapids, 
Wis.; Rush Medical College, Chicago, 1899; served 
as city health officer, mayor, and on the board of 
education, of which he was for one year president; 
veteran of World War I; local surgeon for the Chi- 
cago and Northwestern Railroad; on the staff of 
the Riverview Hospital, where he died Sept. 1, 
aged 87, of complications following an operation. 


Shapiro, David, New York City; Fordham Univer- 
sity School of Medicine, New York City, 1915; 
member of the Medical Society of the State of New 
York; served on the staff of the New York Hospital; 
formerly medical director of the Lumbermen’s Mu- 
tual Casualty Company of New York; died Sept. 10, 
aged 67. 


Standard, Alphonso Perry “ Macomb, IIl.; College 
of Physicians and Surgeons of Chicago, School of 
Medicine of the University of Illinois, 1906; past- 
president of the McDonough County Medical So- 
ciety and of the McDonough County Fair Asso- 
ciation; served on the school board; formerly on 
the staff of Graham Hospital in Canton; served 
on the staff of the St. Francis Hospital and as 
chief of staff, McDonough District Hospital; char- 
ter member and past-president of the Macomb 
Rotary Club; died Sept. 11, aged 77, of cerebral 
vascular hemorrhage and embolism. 


Turner, John Patrick, Philadelphia; Leonard Medi- 
cal School, Raleigh, 1906; an associate member of 
the American Medical Association; member of the 
board of education; for many years police surgeon; 
served as trustee and in 1951 received the Distin- 
guished Service Award of Shaw University, Ra- 
leigh, N. C.; died Sept. 14, aged 72, of coronary 
thrombosis. 
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AUSTRIA 


Cystic Fibrosis.—At the meeting of the society of 
physicians in Vienna on Oct. 3, Dr. O. Stur reported 
on his experience with the plate test performed 
according to Shwachmann’s technique and_ the 
iodized oil test performed according to Silverman’s 
technique. The plate test, by which the increase 
of sodium chloride in the skin can be proved with 
the aid of an agar silver nitrate potassium bichro- 
mate plate, was useful in the differentiation be- 
tween celiaca and cystic fibrosis of the pancreas. 
Differentiation could also be achieved by control- 
ling the fat absorption with the aid of the iodized 
oil test before and after ingestion of a wheat-free 
diet and the administration of pancreatic enzymes. 


Differential Diagnosis of Metastases to the Liver.— 
At the same meeting Dr. St. Wuketich stated that 
besides the known differentiation between carcino- 
matous and sarcomatous metastases, certain well- 
defined types of carcinomatous metastases can be 
recognized. The three main types are (1) undiffer- 
entiated (parvicellular-solid) bronchial carcinoma 
which is soft, homogenous, white and red-grey, 
interspersed, often having projecting nodules, and 
having hemorrhages with flat spherical segments 
without central indentation or with only an ap- 
parent cancerous umbilication, predominantly par- 
vinodular, (2) the metastatic tvpe of carcinoma of 
the colon with great prominence and plateau-like 
flattening of the nodules, macrogranulolobular 
structure, yellow-white due to extensive fatty infil- 
tration and coagulation necrosis, and slight nodular 
confluence, mostly macronodular, and (3) the meta- 
static type of carcinoma of the breast, usually with 
only slight or no prominence of dense nodules, deep 
crater-like central indentation, decided confluence 
of the usually small individual nodules to large 
nodular conglomerations, generally white without 
extensive necrosis, and not always sharply defined. 
Easily recognizable are also the pigmented melano- 
blastomatous metastases, the hemorrhagic necrotic 
deposits of chorionepithelioma, and the peculiar 
yvellow-pink metastases of hypernephroma which 
are often interspersed with hemorrhages. A meta- 
static type of endocrine carcinomas, particularly 
malignant carcinoids, can also be differentiated, 
but because only few cases have so far been ob- 
served, this is not often done. 


The items in these letters are contributed by regular correspondents 
in the various foreign countries. 
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Renal Biopsy.—Jean Hamburger (Presse méd. 
66:146, 1958) questioned the innocuousness of per- 
formance of both the transcutaneous aspiration bi- 
opsy and the classic surgical biopsy of the kidney. 
He cited a number of accidents, particularly mas- 
sive hemorrhage, from the literature. He therefore 
devised a mixed technique comprising in a first 
step the surgical approach to the outer edge of the 
kidney and in a second step the performance of the 
needle biopsy under visual control. Even though 
a little more complicated than the transcutaneous 
puncture, this technique has the advantages of di- 
rect vision, safety, and ease of performance. There 
was generally no hematuria, even microscopically, 
on the day after the operation. In the 110 biopsies 
so far performed in this way no accident has been 
noted, but the method is contraindicated when there 
is a hemorrhagic state or a marked renal insuffi- 
ciency. 


Hyperfibrinemia.—P. Croizat (Presse méd. 66:1471, 
1958) stated that from a statistical record of 100 
patients with malignant granulomatosis, lymphosar- 
coma, or reticulosarcoma, studied with respect to 
fibrinemia, it appeared that 75% of those subjects 
who were affected by malignant granulomatosis 
presented high levels of fibrinogen (5 to 11 Gm. per 
100 cc.). Such values are observed in the evolutive 
stage of the disease, as the post-therapeutic improve- 
ments always cause the fibrin level to return to 
normal. Hyperfibrinemia was less severe and less 
frequent in reticulosarcoma and malignant histiocyt- 
ic reticulosis and a little higher in lymphosarcoma. 


INDIA 


Kidney Function Test in Leprosy.—Gokhale and 
Kurkure (Indian J. M. Sc. 12:5 [May] 1958) stated 
that during the phenomenon of the reaction in the 
course of leprosy, exacerbations of signs and symp- 
toms occurs which may include swelling of lesions 
on the hands and feet, edema of the eyelids, and 
such generalized symptoms as fever and malaise. 
The authors tested renal function by using phenol 
red during the reaction phase and comparing the 
results with those obtained during the quiescent 
stage of the disease. Eight patients with leproma- 
tous and 19 with tuberculoid leprosy were thus 
studied. Three normal persons were included as 
controls. Other estimations such as the blood urea, 
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serum sodium, and serum potassium level determin- 
ations were made on a few patients. Values of 
phenol red excretion below 28% in the first 15 min- 
utes were taken as abnormal. They were found to be 
low in 14 of the 18 patients studied during the re- 
action phase, but the other four gave normal values. 
In five patients, the excretion rate increased during 
the quiescent phase. In seven of those studied dur- 
ing the reaction, the values in the first 15 minutes 
did not differ materially from those obtained in the 
second 15 minutes. The values obtained in the pa- 
tignts studied in the quiescent stage were definitely 
higher than those obtained during the reaction. 
Thus some impairment of kidney function is indi- 
cated during the reaction phase. The urea, sodium, 
and potassium values were found to be normal or 
slightly elevated. The degree of albuminuria had no 
relation to the degree of impairment in phenol red 
excretion, and the blood pressure was within the 
normal range in all patients. The edema that ap- 
pears in some patients in the reaction may thus be 
due to impaired renal function. 


Prolonged Administration of Anticonvulsant Drugs. 
—S. S. Gupta (Indian J. M. Sc. 12:5 [May] 1958) 
stated that the anticonvulsant drugs must usually 
be used for a long time and sometimes even life- 
long for control of seizures in patients with epilep- 
sy. Diphenylhydantoin sodium and phethenylate 
have been found to retard growth in young rats. 
The authors investigated the antigrowth effect, if 
any, of similar antiepileptic drugs on rats fed on 
natural stock and a high protein synthetic diet sup- 
plemented with vitamins. The effects were studied 
on young and adult male albino rats fed on the two 
types of diet. The drugs studied were diphenylhy- 
dantoin, phethenylate, phenantoin, and methadione 
which were given along with the diet to different 
batches of rats. One batch was given no drugs and 
served as a control. The individual body weight 
was recorded every week and the average change 
in weight in different batches calculated. 

All the anticonvulsant drugs studied retarded the 
growth of young rats in both groups, although the 
result was more marked in rats fed on a low-protein 
stock diet. The intake was, however, not diminished 
in any group. Trimethadione and diphenylhydan- 
toin caused greater reduction in growth as com- 
pared to phenantoin and phethenylate, and _ this 
difference was less marked in rats receiving a high- 
protein diet. These drugs were given orally for 
three months. During this time, the weight of the 
control group remained almost constant. These 
drugs might cause this effect by interfering with 
the protein metabolism by affecting phosphoryla- 
tion or they might compete with certain essential 
metabolites. Marked hepatotoxic effects of these 
drugs have also been observed in experimental 
study, and these may also be responsible for the 
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reduction in weight in rats fed on these drugs. 
Thus they interfere with cell nutrition and metabo- 
lism affecting growth and body weight, but this 
effect could not be minimized in a high-protein diet 
supplemented with vitamins is given to the children 
receiving these anticonvulsant drugs. 


Neonatal Thrombocytopenia.—J. B. Chatterjea and 
co-workers reported three cases of neonatal throm- 
bocytopenia (Bull. Calcutta School Trop. Med. 6:2 
[April] 1958). They had followed three women 
with idiopathic thrombocytopenic purpura aged 34, 
26, and 19 years, respectively, during pregnancy; 2 
were primiparas and one was pregnant for the third 
time. They came to hospital because of bleeding 
from the gums and purpuric spots on the body in 
the sixth to ninth month of pregnancy. The multip- 
ara gave a history of purpuric manifestations dur- 
ing her previous pregnancies but had not been 
treated for this condition. Chronic idiopathic throm- 
bocytopenic purpura was diagnosed in these women 
on the basis of symptoms and bone marrow and 
blood findings. The spleen was not palpable in any 
of the patients. All the three babies of these moth- 
ers showed severe thrombocytopenia and petechial 
hemorrhages on birth. This thrombocytopenia dis- 
appeared within two weeks of birth. The petechial 
manifestations were mild and required no treat- 
ment. This self-limited neonatal thrombocytopenia 
in the babies of thrombocytopenic mothers may be 
due to the transmission of an antiplatelet antibody 
from the mother to the child. 


Chronic Filariasis—Arora and co-workers (Bull. 
Calcutta School Trop. M. 6:2 [April] 1958) studied 
the changes in plasma proteins and lymph proteins 
in 15 patients between 19 and 60 years of age who 
had had chronic filarial lymphedema for six months 
to eight years. The lymph was collected from the 
subcutaneous lymphatics. All patients gave a his- 
tory of repeated attacks of fever with lymphangitis 
and swelling of the part involved. In six the edema 
was soft and in the others hard. The leg was af- 
fected in eight, scrotum in five, and forearm in two. 
The total protein, albumin, and globulin levels of 
the collected lymph and serum were estimated. 
The average total protein content of the lymph 
from these patients was five times higher than that 
of lymph from subcutaneous lymphatics in normal 
persons. The average albumin:globulin ratio was 
changed from the normal 2:1 to 1.5:1. The values 
for plasma protein levels were within normal range. 
The values indicate an increased degree of stasis 
in patients with chronic filarial lymphedema. 


Splenectomy for Leishmaniasis.—Sen Gupta and 
Chatterjea (Bull Calcutta School Trop. Med. 6:2 
[April] 1958) reported on four patients with vis- 
ceral leishmaniasis who were resistant to specific 
therapy and were subjected to splenectomy and 
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another patient on whom splenectomy had been 
performed previously but who had a relapse. The 
ages of these patients varied between 13 and 29 
years. The duration of the disease was four to five 
years, and the enlargement of the spleen below the 
costal margin measured 5 to 9 in. All of the patients 
showed Leishman-Donovan bodies in the bone mar- 
row and/or spleen puncture smear. One patient died 
of the operation, but the other three and the man 
whose spleen had been removed were again given 
specific treatment. All were discharged as clinically 
cured at the end of the specific therapy. They 
gained weight and their hemoglobin and leukocyte 
count returned to normal. A follow-up after six 
months or more showed that the improvement was 
maintained and there was no relapse. The authors 
believe that removal of the spleen was responsible 
for the prompt improvement in the blood findings 
and general condition, but prolonged specific treat- 
ment of the underlying disease is necessary after 
the operation to prevent further relapse. 


Carbohydrate Metabolism and Injury.—K. B. Sehra 
(Indian J. M. Sc. 12:5 [May] 1958) stated that se- 
vere trauma may cause hyperglycemia. They stud- 
ied two groups of patients—one composed of those 
who had met serious accidents and one of those 
who had undergone surgical operations. Both 
groups were further classified as having received 
severe or moderate injuries. The investigations in- 
cluded an intravenous glucose tolerance test, de- 
termination of the glucose assimilation coefficient, 
insulin tolerance test, and effect of insulin on pa- 
tients whose healing was delayed. Insulin was given 
to such patients to control the hyperglycemia, its 
dose depending on the response of the subject. In 
all severely injured persons, the glucose tolerance 
was found to be diminished, and it was materially 
altered in those with moderate injury. The more 
severe the injury, the higher the blood sugar level 
at the peak. With moderate injury, the peak of 
blood sugar level was slightly elevated but restora- 
tion to the fasting level was much slower than 
normal. In patients with severe injury, the hyper- 
glycemic phase was prolonged. Although the re- 
sponses of patients suffering from severe accidental 
injury and those subjected to major operations were 
similar, the degree and duration of hyperglycemia 
were greater in the first group. The glucose assim- 
ilation coefficient was markedly lowered in all but 
two. Further glucose tolerance tests were made on 
five patients on three consecutive days to find out 
the duration of hyperglycemia. A quick restoration 
of the carbohydrate level to normal was seen in all 
but one. A diminution in the sensitivity to insulin 
as compared to normal was seen in all patients. 
Five who had stayed in the hospital for over a 
month were selected for insulin treatment and the 
results compared with those of another group of 
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five patients who had undergone similar injury and 
whose condition had become chronic. The require- 
ments of insulin varied with each patient. After the 
first week, progressively smaller quantities of insu- 
lin were required to keep the patients normogly- 
cemic. After 30 days, all of them showed a return 
to normal of the carbohydrate level and insulin 
therapy was stopped. Along with the restoration of 
carbohydrate tolerance, there was also a marked 
clinical and roentgenologic improvement at the end 
of one month, and a quick and uneventful recov- 
ery occurred in all patients. Those who did not re- 
ceive insulin showed variable results. There was 
marked improvement in one, noticeable improve- 
ment in two, and no improvement in the remaining 
two. 


New Long-acting Sulfonamide—Sulfamethoxypyrid- 
azine.—]. G. Parekh and co-workers (Indian J. M. Sc. 
12:6 [June] 1958) stated that absorption and excre- 
tion studies with the new sulfonamide, sulfameth- 
oxypyridazine, in human beings have shown that 
the drug is readily absorbed and satisfactory anti- 
bacterial concentrations are reached within the first 
six hours of administration and are maintained for 
24 hours. As excretion is slow, the drug has to be 
given at long intervals. The authors used this drug 
in 53 patients with fever who were suffering from 
upper respiratory tract infection, bronchitis, pneu- 
monia, acute bacillary dysentery, acute otitis media, 
and pvelitis. Besides routine clinical examination 
and examination of blood, sputum, urine, and stools, 
blood concentrations of the drug were determined 
in most of the patients at frequent intervals to de- 
termine whether satisfactory antibacterial levels 
were reached and maintained. In severe infections, 
an initial dose of 2 Gm. was given followed by 
1 Gm. every 24 hours. In milder cases, half this dose 
was given. Use of the drug was continued for 24 
hours after the temperature came down to normal 
and in patients with dysentery, after the stools be- 
came normal. Forty-seven patients responded well 
to this treatment. Four of those with pneumonia 
who did not respond to the new drug were later 
controlled with penicillin. On the whole the results 
were gratifying, and as the dosage is small and the 
drug has to be given only once in 24 hours, it has 
definite advantages over other sulfonamides. Unto- 
ward reactions occurring in four patients consisted 
of skin rashes, hematuria, and psychosis. 


Hypotensive Sedative from Vinca Rosea.—U. K. 
Sheth and co-workers (Indian J. M. Sc. 12:7, [July] 
1958) stated that the presence of a hypotensive al- 
kaloidal fraction in Vinca rosea has been reported 
by various authors. This perennial plant grows 
abundantly all over India. The authors extracted the 
sundried plant with alcohol and isolated the most 
active fraction, which has been named V-22. It was 
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injected intravenously in dogs, cats, monkeys, and 
mice. The effect of the injection was evident in 
dogs in 5 to 10 minutes. Urticaria and itching ap- 
peared first, followed by rapid respiration and 
shivering. Within 10 to 15 minutes, they became 
quiet, lost active interest in the surroundings, and, 
if left alone, went to sleep. This sedative effect 
lasted for four or five hours, and within 24 hours 
they regained normal activity. Some developed a 
temporary diarrhea. Similar effects were observed 
in cats and monkeys. In mice, sedation appeared 
after 30 to 60 minutes and lasted for only two hours. 
The effect of V-22 was studied on isolated seg- 
ments of guinea pig ileum. The alkaloid counter- 
acted the spasm of the intestine produced by ace- 
tylcholine and histamine but did not counteract the 
spasmogenic effect of barium chloride. It failed to 
have any effect on the tone and movements of the 
uterus in rats. 

The effect on blood pressure was studied on 20 
anesthetized mongrel dogs. With intravenous in- 
jection of the alkaloid, a gradual fall in blood pres- 
sure occurred, preceded by a slight rise, the fall 
appearing after a latent period of 30 seconds, the 
blood pressure reaching about 53% of the original 
level. The reading then returned to 68% of the pre- 
injection level in two hours and 75 to 80% at the 
end of four hours. Bradycardia was observed in 
nonatropinized dogs. The fall in heart rate was 35% 
immediately after the injection and returned to the 
original level at the end of two hours. Bradycardia 
was abolished by injection of atropine or bilateral 
vagotomy, but the fall in blood pressure was still 
produced. The bilateral carotid occlusion reflex dis- 
appeared completely after injection of V-22 and re- 
turned partially at the end of two to four hours. 
The response to an injection of epinephrine was not 
altered by the injection of V-22, the blood pressure 
was unaffected in the case of spinal cats (cats in 
whom the cord has been transected ). In the spinal 
cat receiving levarterenol by drip injection, giving 
V-22 caused a small fall in blood pressure which 
returned to the original level almost immediately. 
No ganglion blocking effects were noticed when 
the alkaloid was used on the nictitating membrane 
of dog. Its effect on isolated frog’s heart was stud- 
ied. At a concentration of 1:150,000, the amplitude 
of contraction gradually diminished in three min- 
utes. With concentrations of 1: 100,000 and 1:50,000, 
marked inhibition of the heart followed by stop- 
page was observed. Similar effects were noticed on 
isolated Langendorff leporine and feline heart prep- 
arations. V-22 probably is a mixture of alkaloids. 


Action of Acetazolamide on Blood Vessels.—C. L. 
Pathak (Indian J. M. Sc. 12:7 [July] 1958) stated 
that the diuretic action of acetazolamide is be- 
lieved to be due to electrolyte washout as a result of 
inhibition of carbonic anhydrase in the renal tu- 
bules. While studying the effect of this drug on heart 
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muscle, it was found that it had a biphasic effect, 
stimulating the heart muscle in lower concentra- 
tions and inhibiting it in higher concentrations. The 
author studied its action on the smooth muscles of 
blood vessels, using decapitated frogs and hindleg 
vessels of dogs. A significant vasodilator effect was 
noticed in 62.5% of the trials in frogs, while in the 
remaining a vasoconstrictor effect was obtained. 
The intensity of the effect varied with the dose. 
A similar result was obtained in dogs. a vasodilator 
effect being seen in 31 and a vasoconstrictor effect 
in 7 trials, but the intensity of vasodilatation was 
less marked in vessels of dogs than in those of frogs. 
This variable vascular response seemed to depend 
on the initial tone of the vessels. Thus, if the vessels 
were previously in a state of constriction, a vaso- 
dilator effect was more frequently seen, and if they 
were previously dilated, vasoconstriction was more 
common. The dilator effect was also more common- 
ly seen with small doses and the constrictor effect 
with large doses. Thus the drug had a significant 
action both on amphibian and mammalian vessels, 
the effect being biphasic. Acetazolamide is a pow- 
erful carbonic anhydrase inhibitor, and the latter is 
present in many tissues, including muscle. The 
action on smooth muscle may be directly on the con- 
tractile mechanism or through the carbonic anhy- 
drase inhibitory mechanism or both may be opera- 
tive at different dose levels, giving a biphasic effect. 


SWEDEN 


Thoracic Surgery Team Tours South America.—A 
group of Swedish surgeons, headed by Prof. Clar- 
ence Crafoord, left in October for a two months 
demonstration tour in South America. The team 
consisted of eight surgeons, a secretary, an operat- 
ing room nurse, and two technicians; 1,400 lb. of 
surgical instruments, including the heart-lung 
machine, developed by Professor Crafoord, Dr. Ake 
Senning, and their technicians, were carried. The 
Elema mingograph, an instrument for the direct 
continuous reproduction of cardiac waves on a mov- 
ing tape and used for the registering heart move- 
ments and blood pressure, was also taken. The 
team visited Argentina, Brazil, Uruguay, and Chile. 


The Linnaeus Autobiographies.—Five autobiogra- 
phies were composed at different times by Sweden's 
great botanist, Carl von Linné, who was also a phy- 
sician and all-around scientist. At the instigation of 
the University of Uppsala, Malmestrém and Uggla 
collected and edited these autobiographies, which 
are published by Almquist and Wiksell of Stock- 
holm. Linnaeus was only 27 when he completed his 
first autobiography. His second followed 13 years 
later. Most of his third and longest autobiography 
was dictated to his disciple, Peter L6fling. A reason 
given for his fourth autobiography was that as a 
newly elected member of the Academy of Sciences 
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in Paris in 1762 he had to present it with a review 
of his life’s work. He may, perhaps, have been pos- 
sessed by vanity, as suggested by the secretary of 
the French Academy, but he was also driven by an 
urge to get to the root of whatever he studied, and 
his study of himself could not fail to reveal a man 
of gigantic talents. Elected a member of 19 acad- 
emies and corresponding with hundreds of fellow 
scientists all over the world, his intellectual indus- 
try was prodigious, and if at times he took his hat 
off to himself, his fellow beings should rather fol- 
low suit than grudge him this homage to genius. 


Treatment of Delirium Tremens.—Svenska lékartid- 
ningen for Sept. 26 contains a report on hydroxy- 
dione sodium succinate by several members of the 
staff of the Beckomberga Hospital, which has a 
special department devoted to patients with de- 
lirium tremens. Here, various steroids have been 
tested since 1952, but the death rate was high (2 of 
§ patients so treated in one six-month period and 
{ of 14 in another died). With the introduction of 
hydroxydione, a synthetic steroid with a strong 
sedative and anesthetic action, there were no deaths 
among 15 patients. The present report concerns 
seven particularly severe cases treated successfully. 
The drug was given as a 0.1 to 0.4% solution with 
5% glucose in Ringer’s solution as a slow intra- 
venous drip under continuous supervision by a 
physician. The total amount of the drug varied 
from 1 to 6 Gm., and the treatment was main- 
tained for 5 to 22 hours. In every patient profuse 
sweating, muscular twitching, and general tremors 
disappeared soon after the injection was started. 
Thrombophlebitis developed invariably in the re- 
cipient vein, but it passed off in a few days without 
special treatment. There were no other complica- 
tions. Though hydroxydione is said to reduce the 
blood pressure, the general circulation improved 
in this group of patients. 


Smallpox Vaccination.—According to Dr. A. Esp- 
mark (Svenska lékartidningen, Oct. 3, 1958) the 
chief hazard of smallpox vaccination is encepha- 
litis. This risk is less in Sweden than in many other 
countries, but it is not negligible. In the decade 
1948 to 1957, 25 cases of postvaccinal encephalitis 
were reported with only two deaths, whereas else- 
where this disease has shown a case fatality rate of 
about 40%. In Sweden, as elsewhere, those aged 6 
and 7 showed a greater liability to this complica- 
tion than did the younger children, but by and 
large the risk after primary vaccination may be put 
as low as 1 in 50,000 in Sweden. Espmark noted 
that recent comparisons of the scarification and 
multiple-pressure methods of vaccination have been 
most favorable for the latter, with 83% effective 
vaccinations as compared with 74% for the scari- 
fication technique. The recent introduction of plas- 
tic ampuls as containers of vaccine has helped to 
facilitate the dosage and technique of vaccination. 
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The Shortage of Physicians and Nurses.—The short- 
age of district health officers is so great that 9 of 30 
such appointments are vacant in one county and 9 
of 24 in another. As for the mental hospitals, only 
about 50% of their medical staff are fully qualified 
for the posts they hold, half being vacant or held 
by stopgaps. As for the shortage of nurses, it is the 
worst problem confronting medicine at present, 
with whole hospital departments closed for want 
of nurses. Yet in Sweden there are 27 schools of 
nursing which in 1957 graduated 1,450 nurses. Two 
services are especially handicapped by this short- 
age. The one deals with patients who have chronic 
diseases for whom the calls made on nurses are 
often most exacting. The other is the teaching hos- 
pital with patients whose ailments may require 
highly specialized nursing and frequent rounds by 
the physicians in charge. Two new schools of nurs- 
ing, planned to serve the County of Stockholm and 
the town of Malmé, respectively, will, it is hoped, 
help to relieve the present shortage. 


Treatment of Venereal Disease at Sea.—In_ the 
Swedish merchant service the care of the sick on 
board ship is usually allotted the second mate who 
is required to keep a log of his medical activities. 
He must have had 40 hours of medical training 
before taking his mate's certificate and another 40 
before his captain's certificate. About 10 of these 
hours deal with venereal diseases. To find out how 
he has fared with this background, 56 mates from 
Swedish vessels were questioned with regard to 
their experiences in 1957. Their answers were ana- 
lyzed by Dr. A. Bjérnberg and co-workers (Svenska 
lékartidningen, Oct. 3, 1958). In addition to the 365 
men treated for a urethral discharge, 32 were 
treated for genital sores and 6 for inguinal buboes. 
Penicillin was given in most cases, and it was ex- 
ceptional for streptomycin, chlortetracvcline, and 
sulfonamides to be given. Only three of the patients 
with genital sores received more than 1,000,000 
international units of penicillin, so it is probable 
that the dosage was usually inadequate for syphilis, 
but it was presumably adequate for gonorrhea. 
Fourteen mates had given prophylactic treatment 
with penicillin by injection or in tablet form as a 
matter of routine after shore leave, with what were 
presumably dubious results; 15 had neglected to 
advise their patients to undergo a medical check-up 
later; and 16 had failed to keep any record of their 
therapeutic activities. The questioning of these 56 
mates left the general impression that stricter rules 
for treating venereal disease on board ship are 
desirable. Prophylactic tinkering should be discour- 
aged, and when treatment is given the patient 
should receive an explanatory pamphlet on venereal 
disease and should be advised to obtain a medical 
check-up as soon as possible. Treatment of venereal 
disease by ships’ mates should always be regarded 
as an emergency measure and should not be under- 
taken when treatment by a physician is available. 
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CORRESPONDENCE 


TOXICITY OF IPRONIAZID 


To the Editor:—As one of many clinicians who has 
had gratifying and often dramatic results with 
iproniazid in the treatment of depressions and 
melancholia, I welcomed the editorial concerning 
this drug in THE JourNAL (168:50 [Sept. 6] 1958). 
I wish to comment on two points discussed in the 
editorial—dosage in relation to toxicity and the risk 
versus the severity of indication. Concerning the 
first point, the statement that “because the inci- 
dence of toxic manifestations (particularly jaun- 
dice) may be dependent on dosage” is not borne 
out by the evidence. From a thoroughgoing study 
of the reported incidence of hepatitis and fatalities 
from hepatonecrosis during iproniazid therapy, it 
is unfortunately clear that no dosage-toxicity rela- 
tionship can be demonstrated at the present time. 
The implication that only in institutionalized pa- 
tients is adequate supervision possible and a maxi- 
mal initial dose of 150 mg. warranted is also not 
in keeping with clinical experience. 

Dr. Nathan Kline and I have emphasized _re- 
peatedly that a starting dose of 150 mg. is, in fact, 
necessary whether the patient is treated in or out 
of a hospital. If an inadequate dose is given, the 
response to iproniazid may be delayed to the point 
of greatly increasing the danger of suicide, thereby 
defeating the very purpose of therapy. In our 
efforts to discover means of eradicating the factors 
that may induce hepatitis, we have found that by 
adjusting the dosage downward soon after treat- 
ment is started, it is reasonable to expect the pre- 
vention of adverse side-effects; yet it may not be 
possible to prevent these in the rare supersensitive 
patient. 

Weighing the risk against the severity of the 
indication is another case in point. It is worthy 
of mention that, on the basis of the reported sui- 
cidal deaths in the United States (an incidence of 
10 per 100,000 in 1956), deaths erroneously re- 
ported as accidental, and unknown cases which 
escape diagnosis, it is estimated that more than 
20,000 will destroy themselves this year. It is well 
known that many suicides occur among people 
with frank mental illness, notably depressions. In 
a recent British study depression was diagnosed 
in 72.5% of men and 73.8% of women attempting 
suicide in two hospitals in Oxford, England. In an 
American study an analysis of case histories cover- 
ing neurotic, psychotic, organic, and miscellane- 
ously classified subjects, a diagnosis of reactive 
depression or of paranoid schizophrenia distin- 
guished all suicidal patients. 


In an editorial in THe JourNnaL (150:696-697 
[Oct. 8] 1952), calling attention to suicide as a 
leading cause of death, deep moods of depression, 
active conflict, anxiety, and withdrawn resignation 
are emphasized as especially significant in persons 
with suicidal inclinations. If we make the con- 
servative assumption that only a third of the 20,000 
estimated suicidal patients for 1958 are suffering 
with some degree of depression we can speculate 
on what might happen if these 6,000 patients were 
placed on therapy with iproniazid. According to 
the present estimated morbidity and mortality fig- 
ures associated with iproniazid therapy, a maxi- 
mum of two of these 6,000 patients might be 
expected to develop jaundice. These two patients 
then have a 75% chance of surviving hepatitis 
without serious consequences. Let us assume for 
the moment a 10% efficacy of iproniazid treatment 
in depressed patients (and some have claimed 
better than 80% effectiveness of the drug). In that 
case of 6,000 patients, roughly 600 would have a 
chance to survive 1958 without committing § sui- 
cide, if they were treated with iproniazid. Actually, 
we may expect that many more than the 600 might 
remain alive if iproniazid were administered to 
all who were depressed. 

A comparison with another mode of treatment 
of depressions, i. e., electroshock therapy (EST), 
will disclose that the “calculated risk” of mortality 
is markedly less with iproniazid than with EST 
which, as demonstrated by Impastato, is 1 per 
1,000 patients treated with EST. From the most 
reliable statistics available, Jolly estimated that the 
mortality with iproniazid is 1 in 16,000 to 25,000 
patients under treatment. Thus, according to our 
present knowledge, iproniazid is at least 16 times 
safer than the only other acknowledged treatment 
for preventing suicide in melancholia. Quite apart 
from mortality is the fact that during EST the 
necessary loss of time from employment (5 or 6 
weeks) may militate against the patient's retaining 
his job, a factor crucial to eliminating the melan- 
cholia and to preserving his life. Furthermore, one 
can hardly ignore the economic factor involved, 
both in the loss of time from work and the three 
times higher cost of EST, as compared with that 
of iproniazid therapy. 

Pursuing the argument of extent of risk, it is 
enlightening to examine the case for tonsillectomy, 
the most common of surgical procedures. Based on 
several studies, the death rate is reported to be 
from 1 in 2,000 to 1 in 10,000. Yet, tonsillectomy 
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is considered a safe procedure. In various other 
frequently used medical and surgical procedures, 
mortality is a calculated risk of even a higher order. 


T. R. Rosie, M.D. 
676 Park Ave. 
East Orange, N. J. 


SOCIAL SECURITY—BARGAIN OR BUST 


To the Editor:—The activities of the 85th Congress 
have been fateful ones for the medical profession. 
We have witnessed a budget battle, an economic 
recession, a lifted debt ceiling, plus the menace of 
inflation and a further devaluation of the dollar—an 
atmosphere ideal for perpetuation and expansion of 
the welfare state and the further invasion and par- 
tition of American medicine by the federal govern- 
ment. The disposition of the Forand Bill in no way 
mitigated the danger, for one can be sure that 
similar bills will be introduced in the near future. 

There are only two ways to expand any welfare 
program: one, by larger cash benefits and, two, by 
providing greater service. The only social security 
field not vet exploited is that of medicine, nursing, 
and hospital care. Even here the door is not se- 
curely closed, for Medicare is constantly expanding, 
and fixed fees for services are the pattern of health 
insurance companies. In the 85th Congress more 
than 600 such bills were introduced bearing directly 
or indirectly on the profession. Over half dealt 
with amendments to the social security act and 
deferments or exemptions for health and welfare 
pensions. 

If social security is such cheap insurance, why 
would any individual or group oppose it. To illus- 
trate, let’s take a young physician under 30 years of 
age. He selects a life insurance policy which meets 
his personal needs and, before signing, knows the 
annual premium and exact benefits and has a 
waiver of premium which will continue coverage 
without further cost should he be incapacitated for 
a prolonged time. To prevent any misunderstand- 
ing, he has a written contract backed by the strong- 
est laws in the country. Further, his policy may be 
dropped or added to at his own discretion, has a 
definite cash value, and represents a nationally 
acceptable form of collateral. 

By contrast, should compulsory social security 
for physicians become a reality, the same voung 
man would become part of a system with an ac- 
crued liability of over 300 billion dollars. He would 
have no contract and would be subject, without 
recourse, to changes in both the tax rate and tax 
base. He would be forced to continue contributions 
unless the law was repealed or the system collapsed. 
His so-called insurance would have no cash or 


CORRESPONDENCE 1803 


collateral value, and he could not, as he saw fit, 
indicate the beneficiary if, in fact, there be any at 
all. Being self-employed he would not have the 
advantage of taxes paid on his behalf by an em- 
ployer. He would, in fact, be required to pay the 
full employee tax plus one-half of what an em- 
plover would pay. Should he be married and die, 
his widow will receive $225 for burial and nothing 
more until age 62, unless she has children under 
18. Should it be necessary for her to work, her 
earning capacity is limited to a set sum if she is to 
receive benefits. 

The doctor may well ask how all this came about 
and how social security, which was originally in- 
tended to provide “a floor of protection” for a small 
group, is now a giant threat to personal saving and 
likely to eventually turn the entire population into 
government wards in any medical emergency and 
in old age. A clue to the answer may be found in 
the following statement: “Twenty years ago social 
security was thought of as just a guarantee of 
bread. Today most Americans depend on it as the 
foundation of their retirement plans.” Dr. Burrill B. 
Crohn feels that if the constant demand on phy- 
sicians to certify people over 50 years of age as 
completely disabled in order to collect social se- 
curity continues, we'll make fools of ourselves and 
further bankrupt the social security system. 


Ropert B. Marin, M.D. 
85 Park St. 
Montclair, N. 


INTERNSHIP 


To the Editor:—Recently (J. A. M. A. 168:693-694 
[Oct. 4] 1958), there appeared another article on 
the problem of internships. This problem has been 
stated by all parties concerned except the one most 
important and most inarticulate—the intern. From 
his standpoint, the shortage is fictitious. Hospitals 
which consider him a service will always have 
trouble filling, and nothing can or should be done 
to ease their plight. Actually, they should be re- 
moved from the approved list. 

The only really justifiable purpose of the intern- 
ship (other than the iatrogenic one of fulfilling the 
law of the state in which one desires to practice ) is 
to provide a continuation of practical education. 
This is well worded by Jeghers (New England J. 
Med. 259:718-720 [Oct. 9] 1958): “Didactic know!l- 
edge and work experience gained in student days in 
medical school have no permanent value until the 
physician intern assumes the responsibility for their 
application, and is permitted to make independent 
decisions, subject to careful scrutiny by those who 
guide and supervise him.” Hospitals which provide 
this opportunity have no difficulty in “filling” their 
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quota of interns. Indeed, “spots” on the house staffs 
of such hospitals are eagerly, competitively sought 
after. 

There are, however, only two kinds of intern- 
ships. One kind is the “teaching” internship—so 
much teaching that the intern has no time to learn 
—lots of conferences, journal clubs, and lectures. 
The other is the “doing” type. In this type he has 
almost unlimited responsibility, is “turned loose,” 
and learns from his errors or stumbles along con- 
stantly in error—overloaded with work. In their ex- 
tremes, both serve their purpose and usually “fill,” 
each with the types of personalities which uniquely 
fit into such situations. Then there are the intern- 
ships which combine the undesirable features of 
each. They provide little or no teaching and little 
chance for actual practice. The word quickly gets 
passed around, and soon these hospitals are experi- 
encing the much publicized “intern shortage.” 

The ideal internship would combine the desirable 
features of each. It would be rich in clinical mate- 
rial, afford opportunity to assume responsibility, 
and have an enthusiastic teaching staff for guid- 
ance. This internship would fill easiiy. There are 
too few of these. In fact, I have not found one! 


Joun H. Koninc, M.D. 
2836 The Mall 
Los Angeles 23. 
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NOAH WEBSTER—EPIDEMIOLOGIST 
Herbert Thoms, M.D., New Haven, Conn. 


Philatelists who collect stamps bearing a relation 
to medical history should interest themselves in the 
4 cent Noah Webster bicentennial stamp in the 
“Famous American” series placed on sale Oct. 16, 
1958, in West Hartford, Conn., Webster’s birth- 
place. Noah Webster’s great contribution to medi- 
cine was his study of epidemiology, particularly 
that of yellow fever. It was the terrible epidemic 
of this disease in 1793 in Philadelphia that chiefly 
stimulated his interest in the problem. He had 
observed epidemics in New England before this, 
influenza in 1789 and in 1790 and scarlet fever in 
1793. Webster collected a large part of his data 
by means of circular letters sent to physicians in 
all parts of the United States and by extensive cor- 
respondence with leading teachers of medicine. 


Emeritus Professor of Obstetrics and Gynecology, Yale University, 
and Curator, Yale Medical Memorabilia, Yale Medical Library. 
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By January, 1798, he had collected the literature 
on epidemics throughout the world by visiting li- 
braries in New York and Philadelphia and at Har- 
vard and Yale. On April 10th of that year he wrote 
in his diary, “Begin to write up my History of 
Epidemic diseases from material which I have 
been three months collecting.” 

The next year, in December, 1799, the “History 
of Epidemic and Pestilential Diseases” was pub- 
lished at Hartford. It had no great popular suc- 
cess and the author himself two years later esti- 
mated that he was out of pocket some $800 on its 
account. Nevertheless, according to the late C. E. A. 
Winslow,’ these two volumes represent the best 
general summary of epidemiologic opinion at the 
beginning of the 19th century. According to this 
authority, “The first step in any science must, how- 
ever, be the stage of observation. Noah Webster 
labored at this stage of epidemiology. He was dom- 
inated by theories which were inadequate and his 
methods of analysis were essentially unsound. In 
both of these respects he represented the age in 
which he lived. He understood, however, the vital 
importance of factual data.” The essence of Web- 
ster’s contribution to epidemiology is found in his 
own words, “As facts are the basis of human knowl- 
edge, it is of great importance to collect them. 
There are probably in every profession, facts 
enough which occur every year, in our extensive 
country, to constitute a mass of information, if 
collected, equal to what a long life of experience 
would be necessary to acquire for any one man. 
If not collected these useful facts are lost to all 
the profession, except to few individuals; if col- 
lected, they condense the knowledge of a whole 
life into the compass of a few hours reading. This 
might be done every year, and what could be 
more useful?” 

Noah Webster was a man of highest vision dur- 
ing the years of this country’s greatest expansion. 
He was truly representative of what Edward Weeks 
calls the “bigness of one” at a time when for 
America everything seemed to be on the move— 
in education, letters, science, medicine, explora- 
tion, and political life. This has been called our 
golden era, times that produced great men and 
vice versa, but no one outshone Noah Webster 
in his ability to bring his advanced thinking into 
practical application. He believed in a glorious 
future for his country and spent his life doing 
something about it. 

Webster's studies in epidemiology were made 
when he was in so-called retirement but never 
was a word so misused. In 1798 he had given up 
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his editorship of The American Minerva (later The 
Commercial Advertizer) which had kept him in 
New York for the previous five years. He had 
come to New Haven to devote himself to what 
he called literary pursuits. To be listed among 
these activities was serving in the General Assem- 
bly for nine sessions (1800-1807), as Councilman 
of New Haven (1799-1804), as Alderman (1806- 
1809), and as Judge of the County Court from 
1806 to 1810. In 1812 he removed to Amherst, 
Mass., and it was not long before he was serving 
as a member of that commonwealth’s General 
Court (1814, 1815, and 1817). 

By 1822 Noah Webster was back in New Haven, 
and here until his death in 1843 he made his home. 
His house, formerly on Temple Street, is now one 
of the buildings reassembled at Greenfield Village. 
Dearborn, Mich. 

Robert French * gives us this picture of his final 
vears: 

It was a full life on the whole, which this homespun 
scholar made for himself, with the gay serenity of Becca 
(his wife) smoothing the sharp edges of his individualism 
He was sixty-six when he finished his dictionary, and he 
gave the rest of his life to the labor of revision, getting out 
one further edition before his death. He died while still at 
work upon his great book, on the eighth of May, in 1843, at 
the age of eighty-four. As we look back upon the labor he 
performed, his slight figure, in the sober black, he seems to 
grow larger and to take on richer colors. This little man, too, 
was one of the giants of our early history. By his sole 
strength he wrought great things, in the face of many diffi- 
culties, and built his personality into the foundations of om 
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It is interesting that the town of West Hartford 
has given birth to two distinguished epidemiolo- 
gists, neither of whom practiced medicine nor had 
a degree of doctor of medicine, Noah Webster and 
William Thompson Sedgwick. Both were Yale 
graduates, Webster in 1778 and Sedgwick almost 
a century later in 1877." 

As an epidemiologist Webster has specific interest 
for those of us in medicine, but be is known 
world-wide as our greatest lexicographer. At vari- 
ous times in his career he was soldier, schoolmaster, 
lawyer, lecturer, journalist, editor, legislator, and 
statistician. 

Fortunately for Noah Webster, in his “retire- 
ment” he was financially secure due to the publi- 
cation of his famous spelling book. Some idea of 
this best seller can be gained from the fact that 
by 1865 its sales had reached 42 million dollars. 
Nothing very spectacular about Webster's college 
career has been recorded except the day when 
Washington visited New Haven on his way to 
take command of the American Army before Bos- 
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ton, on which occasion Webster played a fife for a 
company of students that escorted him to the edge 
of town. At another time, a year before his gradu- 
ation in 1778, he marched as a volunteer in his 
father’s militia company against Burgoyne, being 
met on the way by news of his surrender. 

On leaving college Webster taught school in 
Hartford, at the same time reading law, and was ad- 
mitted to the bar in 1781. As no openings in that 
profession seemed to appear, in May, 1782, he 
opened up a select school at Sharon, Conn., and 
later taught at Goshen, N. Y. It was in the latter 
place that he began the compilation of elementary 
textbooks for teaching the English language, the 
spelling book, grammar, and reading book, which 
were to make his name a household word. In 1783 
he was back in Hartford arranging for the publica- 
tion of these works. His teaching days were not 
over, for he spent the year of 1787 at Philadelphia 
at an Episcopal academy. Two years later he was 
back in Hartford, this time as a lawyer, and in 
1789 he married Rebecca Greenleaf of Boston. In 
1793 he removed to New York to the editorship 
which has been mentioned. 

In the revision of his most famous work, the dic- 
tionary, he had assistance from many quarters. For 
us it is interesting that two of his more important 
collaborators were Dr. Thomas Miner of Middle- 
town, “perhaps the most learned physician in New 
England,” and Dr. James Gates Percival of New 
Haven, the astonishing linguist, physician, geolo- 
gist, and poet. The former was co-author with Wil- 
liam Tully of the widely read “Essays on Fevers.” 
The latter devoted some years to the reading of 
proof sheets of Webster's dictionary and, according 
to his own testimony, took more pleasure in the 
work than anything else that he did in his extraor- 
dinary and complicated life. 

The Webster likeness on the new stamp is a 
reproduction of a lithographed print of a painting 
by James Herring (1794-1867), a London-born 
American artist who did a number of canvases of 
Webster. It was engraved by George Parker of 
the Bureau of Engraving and Printing. 
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BUSINESS PRACTICE 


This is the seventh in a series of excerpts from the 
brochure on the Business Side of Medical Practice, 
prepared by the American Medical Association in 
cooperation with the Sears-Roebuck Foundation. 


PROVIDING GOOD MEDICAL SERVICE 


When a doctor has equipped his new office, he 
must set up the kind of operation that will enable 
him to provide the best medical service including 
systems to assure telephone accessibility; receive 
patients and make appointments; record medical 
information; and provide laboratory and diagnostic 
services. 

Telephone Accessibility 

The telephone has become the lifeline to a phy- 
sician’s practice. Unless patients can get in touch 
with their doctor quickly, valuable minutes can be 
lost with tragic consequences and the kind of rap- 
port a physician seeks to develop with his patients 
destroyed. In the early days of his practice, the 
sound of the telephone is a happy one to a doctor— 
eventually he may come to regard its ringing less 
joyfully. But he is bound to it by his profession; it 
is an ear-oriented radar on which his comings and 
goings are traced by his patients, the hospital, and 
his family. 

Like the installation of any other piece of office 
equipment, the physician will want to give thought 
to placing telephones where they are most easily 
accessible. Even though he may not employ a re- 
ceptionist to take incoming calls during the early 
days of his practice, he will want to provide for the 
day when he does. Placement should assure a maxi- 
mum of privacy for all conversations. The telephone 
company can offer good suggestions regarding in- 
stallation and placement. There is also some special 
new equipment—devices to cut down conversational 
carry-overs and receiverless phones which the phy- 
sician may also wish to investigate. 

To cover his practice around the clock, the phy- 
sician probably will want to subscribe to some form 
of telephone answering service. Such services an- 
swer all calls phoned to the doctor's office after 
office hours via a special outside switchboard. When 
the doctor leaves his office, he telephones the an- 
swering service and asks them to take over his calls, 
notifying the switchboard about where he can be 
reached in an emergency. The answering service 
records information on all calls and relays messages 
to the M.D. 

There are various kinds of telephone answering 
systems, some commercially operated, others run by 
medical societies. The reliability of an answering 
service should be checked before subscribing to it. 
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Special equipment is also available in areas where 
no answering services exist. A recording device can 
be secured and attached to the office telephone 
which automatically answers the phone and notifies 
the caller that the doctor is out. A recorded voice 
invites callers to leave a message, or the doctor him- 
self may record a message which he dictates into 
the machine before he leaves and which is relayed 
mechanically to all callers. Some physicians in iso- 
lated sections even are installing radio equipment or 
mobile telephone systems in their cars so that mes- 
sages can be transmitted to them while they are in 
transit. In a few large cities, a service “pages” a 
physician with a tone signal from a small pocket 
receiver he carries with him. The signal sounds to 
notify him to call his home or office for messages. 
All these plans are part of an effort by the medical 
profession to make sure a patient can reach his own 
doctor or secure substitute medical service in an 
emergency. 

Formal medical society emergency programs, 
utilizing various telephone answering system ar- 
rangements, are being conducted in many parts of 
the United States. Via these programs, the medical 
society either locates the patient's own doctor or 
puts the caller in touch with another physician who 
will accept an emergency summons. Usually all 
members of a medical society, regardless of spe- 
cialty, are asked to serve on the society's emergency 
call panel for a night, a 24-hour period, or other 
short intervals; that is, they are asked to stand by 
during these times to take emergency calls from 
persons who cannot reach their own doctors or who 
have no physician of their own. Many medical so- 
cieties rely on new physicians to help operate such 
emergency call programs since younger men have 
more time available. The acceptance of emergency 
calls from persons without doctors may also help to 
build the practices of younger men. 

Phone Book Listings.—The county medical so- 
ciety can inform a physician of the custom locally in 
regard to listings in the telephone directory. In 
some places physicians are listed by name only; in 
others, specialty listings are customary. Many doc- 
tors list both their office and home phones, but it is 
possible to arrange with the telephone company to 
divert office calls to a physician’s home when the 
office does not answer. This enables a physician to 
retain a certain degree of home privacy, yet gives 
him round-the-clock telephone coverage. 

The importance of utilizing the telephone prop- 
erly cannot be overestimated in medical practice. 
The telephone should never be left mattended. A 
pad and pencil should always be placed beside it so 
that all messages can be jotted down. Courtesy 
should be a telephone by-word in the medical office 
and techniques for handling all calls worked out in 
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the best public relations manner. Additional tips for 
telephone technique can be secured from the 
A. M. A.’s Department of Public Relations and from 
its publications, such as “Rx Public Relations” and 
“Winning Ways with Patients,” available on request. 


Receiving Patients and Scheduling Appointments 


Even though a new physician cannot always ar- 
range for a full-time receptionist to greet all callers 
to his office, he should work out some means of wel- 
come. He himself may be busy with other patients 
in the inner office and be unaware that someone has 
entered the reception room. Patients who enter a 
deserted waiting room are uncertain of how to sig- 
nal the doctor that they have arrived. A register in 
the reception room with a sign saying, “Please sign 
the register when you arrive. Doctor will see you 
shortly,” or, “Please ring the bell for the reception- 
ist and be seated. The doctor will see you in a few 
minutes,” is reassuring and the next best thing to a 
personal welcome. 

The doctor who employs a receptionist should 
train her in the art of welcoming patients. Her desk 
should be placed so that she can see all newcomers 
yet converse with patients with some degree of 
privacy. 

Seeing Patients on Schedule.—Although some 
physicians in rural areas still prefer to hold “gen- 
eral office hours,” more and more medical men 
today work by appointment system. Even though 
emergencies make it difficult to conform to a rigid 
appointment schedule, a flexible system is more 
widely accepted today for several reasons: 1. The 
doctor can make more efficient use of his own time 
when he works according to a prearranged sched- 
ule. 2. He can see more patients with less strain. 
3. He can work with a smaller, less costly reception 
room when he does not have to accommodate all 
the patients who arrive under a “general office 
hours” system, 4. He saves the patients considerable 
waiting time and thus eliminates one of the biggest 
complaints about the medical profession. 

Good management calls for making the best use 
of your time. Efficient scheduling of appointments 
reduces the strain on the doctor and increases his 
ability to give his patients the best medical service. 
A professional management official reports that a 
physician who switched to the appointment system 
saw one-third more patients in a month’s time than 
previously, but he was not aware of it because he 
did not feel pushed. 

Here are some tips for schedulmg appointments 
efficiently: 1. Arrange office hours to fit community 
needs. Some doctors hold evening office hours two 
or three times a week for the convenieuce of work- 
ing patients. 2. Schedule all appointments tactfully, 
considering the patient's desires. 3. Use an appoint- 
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ment book marked off in given time intervals. Ad- 
just the schedule to fit the practice, allowing ample 
time for various types of visits, such as first visits, 
check-ups, specified procedures. 4. Don't make 
conflicting appointments. 5. Don’t overcrowd the 
schedule. Allow two or three “breathers” during the 
day for catching up or resting. 6. Schedule house 
calls realistically at hours not conflicting with office 
hours. 7. Fit referred patients and patients without 
appointments into your schedule as best you can. 
8. When it is necessary to refuse an appointment, 
always explain why. 9. When an emergency takes 
the doctor out of the office, explain the situation to 
waiting patients; give them the choice of waiting or 
returning at another time. 10. If it is necessary to 
cancel an appointment, notify the patient and make 
a new appointment. 11. Give the patients written or 
oral reminders of appointments. 

Every physician wants his patients to feel that, 
when they really need him, he is available. But he 
must impress on his patients that the emergency 
should be a real one, not merely an excuse for not 
having made an appointment. Both the physician 
and his receptionist must learn to evaluate all so- 
called emergency calls properly. Some calls can 
wait until morning; others require immediate atten- 
tion. Best advice for new physician: when in doubt, 
check it out! 

Medical Records 

To preserve all the necessary information about 
patients, their illnesses and treatments given or rec- 
ommended, the physician must maintain accurate, 
detailed medical records. Good records not only 
protect the patient, assuring continuity to his care, 
but protect the physician should he have to go to 
court in connection with a professional liability or 
insurance action. 

Medical records provide a continuous story of a 
patient's progress. To the physician’s own case his- 
tory are added reports of laboratory tests, x-rays, 
and other data completing the medical picture. All 
this information provides important clues to diag- 
nosis and treatment. 

Types of medical records vary, depending on the 
doctor's specialty. For example, the general prac- 
titioner and internist will keep more detailed rec- 
ords than the dermatologist or radiologist, who may 
see a patient only on a referral basis. Printing com- 
panies offer a variety of record forms. 

In offices where detailed histories are not neces- 
sary, cards of various types can be used to record 
vital information. On these cards such information 
as the patient’s name and address, chief complaint, 
onset and course of the condition, and findings of 
physical examinations and laboratory tests, as well 
as diagnosis and treatment, can be listed. 
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Space is limited on such cards, and consequently 
more medical offices are using letter-size forms on 
which more information can be recorded. Forms 
designed for various specialties can be obtained, 
though some physicians prefer to draw up their 
own forms and have them printed to order. Some 
doctors do not use a printed form but develop an 
outline tor taking case histories. The information 
secured from patients is later typed on regular 
paper and filed. 

Whatever form of medical record a physician 
adopts in his office, it should contain the following 
kinds of information: 

1. General information about the patient: full 
name (correctly spelled), home and office address, 
telephone number, date of first visit, age, marital 
status, occupation, name of person responsible for 
the medical bill, and the name of the person who 
referred the patient. 

2. Information about the patient's past medical 
history: illnesses, operations, physiological defects, 
allergies, and personal health habits. 

3. Information about the patient's family: physi- 
cal condition of members of his family, past ill- 
nesses or diseases of individual members, and 
causes of death of family members. Such informa- 
tion may show important heredity patterns. 

4. Patient’s own complaint: symptoms, nature of 
pains and duration, exact, brief account of onset, 
any self-treatment the patient gave himself, report 
of other medical treatment he may have secured 
previously for the same condition, and his opinions 
about possible causes for his troubles. 

5. Reports of physical examinations and labora- 
tory and x-ray findings. Special forms for recording 
findings on physical examinations are available, and 
reports of other tests, often recorded on various 
colored slips should be attached to personal his- 
tories. This type of information varies with specialty. 

6. Diagnosis: physician’s evaluation, based on all 
information and examination findings. 

7. Treatment prescribed and results obtained: 
suggested treatment, instructions to patient regard- 
ing follow-up treatment within a specific period of 
time, information on patient’s progress after each 
visit, any changes in therapy or medication, and 
patient’s own report about his condition, as well as 
date of discharge. This information is particularly 
important in the event of malpractice actions. 

Medical records should also carry information 
about advice or reports given by telephone and 
notations should always be made during house calls 
which can be transferred later to the office record. 

A daily procedure for record-keeping should be 
established early in a doctor's practice. Experience 
has proved that it is best to separate medical and 


J.A.M.A., Nov. 29, 1958 


financial records kept on each patient. Although it 
may appear to be simpler to record both kinds of 
information on one card to save the extra handling 
the possibilities of losing records, and the added 
inconvenience when the doctor and his aide com- 
pete for it at billing time are factors against a one- 
card system. Furthermore, the confidential medical 
record should not be exposed to individuals who 
some day may be examining the doctor's accounts. 

Medical records should be filed where they are 
easily accessible, with all information about each 
patient organized in an individual folder carrying 
his or her name. Some physicians microfilm medical 
records for easier storage. It is advisable to investi- 
gate and compare the cost of standard filing cabi- 
nets of fireproof design. 

Filing space should be considered in terms of 
estimated practice growth over a period of approxi- 
mately 10 vears. It is wise to tighten up the filing 
system periodically by weeding out “dead” material 
and storing it elsewhere. 

Files should be placed out of the reach of pa- 
tients’ eyes. Lack of privacy is one disadvantage to 
low-cost, space-saving, open shelf filing in which 
envelopes of case histories are stacked upright or 
flat on cabinet tiers. Some office equipment manu- 
facturers, however, offer such cabinets with shields 
for security. Sometimes it is desirable to use a 
numerical system with patients’ names coded to 
assure files remain confidential. This is especially 
important when files must be located in the recep- 
tion room. 

Medical records belong to the physician, not the 
patient. They are his own notes. Such information 
or laboratory reports should be transferred only to 
doctors to whom patients are referred. Some physi- 
cians, however, give patients copies of certain rec- 
ords so that they can maintain a personal health 
record. This is done to encourage continuous atten- 
tion to good health. The A. M. A. now provides a 
family health record booklet and a health identifica- 
tion card free of charge in quantity to physicians 
for their patients. 

Laboratory and Other Diagnostic Services 

Early in his practice, the new physician will want 
to establish contact with a reputable laboratory and 
with other agencies which provide necessary allied 
medical services needed by his patients. He also 
should find out as much as possible about the 
various medical facilities offered in his community, 
since these services, along with laboratory services, 
are an integral part of providing good medical 
service today. Once again, the county medical so- 
ciety can guide him in making the selection of 
proper, recognized facilities and securing informa- 
tion about services available locally. 
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A Study of the Effects of Type A (Asian Strain) 
Influenza on the Cardiovascular System of Man. 
J. Walsh, G. E. Burch, A. White and others. Ann. 
Int. Med. 49:502-528 (Sept.) 1958 [Lancaster, Pa.]. 


The authors report on 12 male and 22 female 
patients, between the ages of 12 and 70 years, who 
were admitted to the Charity Hospital of Louisi- 
ana, in New Orleans, during the height of the 
epidemic of Asian influenza in July and August, 
1957, and in whom the diagnosis of Asian influenza 
was readily established on the basis of clinical data 
alone. Laboratory confirmation was also obtained 
in 30 of the 34 patients. The 34 patients were 
divided into 2 groups. The first group consisted of 
30 patients with typical influenza uncomplicated 
by clinically evident cardiovascular disturbances. 
The second group consisted of 4 patients with in- 
fluenza complicated by clinically significant cardio- 
vascular disturbances. 

In 26 of the 30 patients without clinically sig- 
nificant cardiovascular complications, specific diag- 
nostic tests, such as roentgenologic examination, 
hematological studies, bacterial agglutination tests, 
hepatic and renal function tests, lumbar puncture, 
determinations of serum enzymes, fluid and elec- 
trolyte studies on urine specimens, and broncho- 
scopic examination, substantiated the diagnosis, 
with the usual reservations concerning the diag- 
nosis of viral diseases. At the height of the illness 
23 (about 75%) of the 30 patients had digital vaso- 
constriction as well as abnormalities of the T wave 
in the standard electrocardiogram and of the 
QRSsE-loop in the spatial vectorcardiogram. These 
changes usually disappeared with convalescence. 

Of the 4 patients with clinically significant car- 
diovascular complications of Asian influenza, 2 had 
rheumatic mitral stenosis. Severe infection in a 
patient with mitral stenosis and sufficient impair- 
ment of cardiac reserve or a critically reduced 
mitral orifice can produce cardiac insufficiency, 
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and that was probably true in one of these patients. 
Dyspnea and orthopnea which occurred in the 
second patient suggested congestive heart failure, 
but they subsided with bed rest, restricted intake 
of salt, and administration of mercurial diuretics. 
The third patient, a pregnant woman, almost died 
within 24 hours of the appearance of the first 
symptoms of influenza. At the height of her illness 
she appeared to have acute pulmonary edema. 
Energetic therapy was effective, and no residual 
damage was observed. The fourth patient had a 
severe attack of acute rheumatic pancarditis, com- 
plicated by congestive heart failure. This attack 
may have represented reactivation of rheumatic 
fever by an unconfirmed streptococcic infection 
complicating influenza, or smoldering rheumatic 
activity that manifested itself as a result of the 
influenzal infection. The influenzal infection seemed 
to be of considerable importance in producing the 
cardiac manifestations. 


The Syndrome of the Suspended Heart. B. A. 
Bradlow and M. M. Zion. Lancet 2:501-503 (Sept. 6) 
1958 [London]. 


The occasional finding of abnormal electrocardio- 
grams in patients without manifest cardiac disease 
may cause much difficulty, since without autopsy 
evidence of a strictly normal myocardium one can- 
not state that the electrocardiographic disturbance 
is not associated with heart disease. In 1957 Evans 
and Lloyd-Thomas, under the title of “the syndrome 
of the suspended heart,” presented evidence of the 
association of certain specific electrocardiographic 
“abnormalities” with a particular radiologic con- 
figuration of the heart. The authors present 3 
further cases of the “syndrome of the suspended 
heart.” One patient was a 12-year-old girl; the sec- 
ond was a 24-year-old woman; and the third was a 
41-year-old man. 

The electrocardiograms of these patients showed 
abnormal S-T segments and T waves, suggesting 
infarction of the lateral and posteroinferior portions 
of the left ventricle, or of left ventricular strain 
without abnormal voltages. Roentgenologic exami- 
nation showed a heart that, during deep inspiration, 
appeared to be suspended between the vascular 
pedicle above and the inferior vena cava below. 
If the electrocardiograms discussed by Evans and 
Lloyd-Thomas were normal and associated with a 
peculiar stance of the heart within the thorax, it 
might be expected that the changes might be found 
even in children, as was the case in 1 of the 3 
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patients presented. The true incidence of this 
syndrome in a population cannot be known with- 
out mass surveys, but recognition of the benign 
nature of the electrocardiographic findings is im- 
portant for the sake of reassurance of the patient 
and for the question of insurance. Case 2 indicates 
that the degree of electrocardiographic “abnormali- 
ty” may be considerable. 


Brucellosis and Heart Disease: III. Chronic Valvu- 
lar Heart Disease Following Nonfatal Brucellosis. 
T. M. Peery and J. M. Evans. Ann. Int. Med. 
49:568-579 (Sept.) 1958 [Lancaster, Pa.] 


Having noted the frequency and chronic nature 
of endocarditis of the aortic valve in patients with 
fatal brucellosis, the authors searched for evidence 
that similar lesions may occur in patients who 
survive their infection. They report on 5 men and 
5 women in whom a clinical diagnosis of brucel- 
losis was made at the average age of 40.7 years and 
a diagnosis of heart disease was established at the 
average age of 51.5 years. In some of the 10 patients 
the diagnosis of brucellosis was based on serologic 
data; in others the evidence was circumstantial; 
in none was there a record of positive culture of 
Brucella organisms. By investigating those pre- 
senting with evidence of calcific aortic stenosis, 4 
of the 10 patients were detected in whom an in- 
fection diagnosed as brucellosis preceded the 
recognition of valvular heart disease. Conversely, 
by studying those in whom a diagnosis of brucel- 
losis had been made previously, chronic valvular 
heart disease was uncovered in the remaining 6 
patients. The aortic valve was affected in 9 of these 
10 patients. Six patients died at the average age of 
59.5 years, and the remaining 4 are believed to be 
alive. The cases of these patients show that 
endocarditis due to brucellosis is not necessarily 
fatal during the phase of active infection, but has 
a natural tendency to heal. They provide the miss- 
ing link in the chain of evidence which connects 
brucellar endocarditis with calcific aortic stenosis. 


Treatment of Tuberculosis of Cervical Lymph 
Nodes. P. C. Schmid. Miinchen. med. Wehnschr. 
100:1279-1285 (Aug. 29) 1958 (In German) [Munich]. 


Selection of the proper treatment in patients with 
tuberculosis of the cervical lymph nodes depends 
on differentiation between the primary lymphog- 
enous and the secondary hematogenous form of 
the disease. Treatment by the conservative method 
may be effective only in the early stage of the 
disease in the absence of caseation, or with slight 
caseation. Fistulas will form sooner or later in 
nodes with lymphomas, a size larger than a cherry, 
in which caseous necrosis has occurred. Lymph 
nodes, in which the tuberculous process may have 
reached a quiescent stage as the result of copious 
calcium deposits, may again become active and 
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progressive, even after many years. In patients with 
this type of lesions, the radical removal of the in- 
fected lymph nodes, combined with prophylactic 
administration of antibiotics, preoperative treat- 
ment with antiphlogistic and antibacterial agents, 
and postoperative treatment with tuberculostatic 
drugs, is the method of choice. The treatment of 
patients with secondary hematogenous tuberculosis 
of the cervical lymph nodes depends on the under- 
lying disease, which is usually localized in the lung, 
and therapy generally consists of the administra- 
tion of chemobiotic agents. Tonsillectomy is in- 
dicated only in patients in whom the tonsils have 
been altered by chronic inflammation. Tonsillec- 
tomy should be carried out before the removal of 
the lymph nodes in patients with simple lym- 
phomas, and it should be performed after the re- 
moval in patients with lymph nodes which are no 
longer firm and in which abscess formation has 
occurred. Roentgenotherapy should be considered 
merely as a complementary measure to reduce peri- 
focal inflammation in small and simple lymphomas, 
and to prepare the patient for surgical treatment. 
Many workers believe that roentgenotherapy has 
become unnecessary since the advent of chemo- 
biotic therapy. 


Emphysema and the Lungs of the Aged: A Clinical 
Study: Preliminary Report. E. Mayer, C. Blazsik 
and I. Rappaport. Dis. Chest 34:247-256 (Sept.) 
1958 [Chicago]. 


This study is an analysis of the prevalence and 
the distinguishing features of emphysema in the 
aged. It is in progress at the Frances Schervier 
Home and Hospital in New York. Of 420 men and 
women residents, the majority (88%) are admitted 
to the home in so-called normal health for their 
age. A minority (12%) are admitted as patients to 
the hospital division. Eighteen patients with pul- 
monary emphysema were found, of whom all but 
3 were men, emphysema being predominantly a 
disease of men regardless of age. In contrast to this, 
women showed a tendency toward changes in the 
lungs and chest due to aging, namely, “senile 
lung,” which, however, is not a clinical entity. 
Older persons with so-called senile lungs have 
practically no symptoms or signs of pulmonary 
disease. Their lungs are quite efficient within the 
increasingly restricted range of activity which na- 
turally goes with progressive aging. In the series 
studied the diagnosis of senile lung was made only 
in the absence of symptoms and signs pertaining 
to obstructed breathing and hyperinflated lungs. 
Preliminary study of emphysema in the aged gave 
support to the validity of the concept of senile 
lung versus senile emphysema. Aging is associated 
with changes which result in the senile lung. These 
changes became clinically demonstrable mostly 
after age 80 and predominantly in women. Among 
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older persons who had led a life of vigorous activ- 
ity, especially men, senile lung changes were de- 
layed or absent. Atrophy through disuse probably 
plays a role in the changes of the senile lung. 

The term “senile emphysema,” appears to be a 
misnomer. Emphysema presents the same features 
in the aged as in the young. In older emphysema- 
tous persons, the clinical signs and symptoms of 
obstructive breathing are present, and the thorax 
is overdistended. In the truly senile state, the chest 
and lungs show loss of structure and contraction in 
volume, but the functions appear sufficient for older 
persons with reduced activities. Senile lung changes 
may predispose to a late and rapid onset of em- 
physema under such pathological conditions as 
congestive failure or bronchopulmonary infections, 
which tend to increase the functional burden upon 
the heart and lungs. 


Subacute Hepatic Necrosis and Postnecrotic Cir- 
rhosis Due to Anicteric Infections with the Hepati- 
tis Virus. G. Klatskin. Am. J. Med. 25:333-358 
(Sept.) 1958 [New York]. 


The author reports on 8 women, between the 
ages of 42 and 66 years, and 1 34-year-old man who 
were selected from a group of 69 patients with 
subacute hepatic necrosis and/or postnecrotic 
cirrhosis and in whom the disease appeared to have 
its inception in an attack of anicteric viral hepatitis. 
Biopsy specimens were obtained from each of the 
9 patients sufficiently early in the course of the 
disease to show the characteristic histological fea- 
tures of viral hepatitis. With one exception, all the 
patients were middle-aged or elderly women. 
Characteristically, the onset of the disease was 
relatively abrupt, with nonspecific constitutional 
and gastrointestinal complaints, but was followed 
within a period ranging from 2 to 18 months by the 
appearance of frank signs of chronic liver disease. 
Jaundice occurred late in 8 of the 9 patients, be- 
coming evident within 3 to 55 months from the 
onset. Often it was accompanied by dark urine, 
light stools, pruritus, and markedly elevated serum 
alkaline phosphatase level, features that frequent- 
ly were misinterpreted as evidence of extrahepatic 
biliary obstruction. In addition to the elevated 
serum alkaline phosphatase level, marked serum 
globulin concentration and high levels of thymol 
turbidity were helpful diagnostic clues. The disease 
tended to run an intermittently progressive course 
that was little affected by dietary measures and 
rest in bed and that terminated fatally in 5 of the 
9 patients. 

Women predominated not only among these 
patients but also among those with an acute or 
insidious onset of the disease without jaundice 
whose cases were reported by other workers; it 
shows that females at all ages are peculiarly sus- 
ceptible to the anicteric form of viral hepatitis that 
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produces subacute hepatic necrosis and postnecrotic 
cirrhosis. Anicteric infections by the hepatitis virus, 
which are readily overlooked or misinterpreted, 
may be responsible for many cases of otherwise 
unexplained cirrhosis and particularly those of the 
classic postnecrotic variety that occur in women. 


Needle Biopsy of the Liver: Comparison of Initial 
Clinical and Histological Diagnoses, with a Note 
on Postbiopsy Mortality in Patients with Metastatic 
Neoplasm. C. J. Fisher and W. W. Faloon. Am. J. 
Med. 25:368-373 (Sept.) 1958 [New York]. 


The authors report on 341 patients on whom 408 
needle biopsies of the liver were performed be- 
tween 1950 and 1957. The results of the biopsy 
were of positive diagnostic significance in 226 
patients, and in the remaining 115 they were either 
normal or revealed nonspecific changes. The initial 
clinical diagnosis was proved correct in 201 
patients. In 26 patients, the biopsy revealed fatty 
metamorphosis when the clinical impression was 
that of cirrhosis; in these patients the clinical diag- 
nosis cannot be considered to be in gross error. 
However, in the remaining 114 patients (33.4%) 
the clinical impression was subsequently changed 
by the biopsy. In 12 patients extrahepatic biliary 
obstruction was suspected clinically but was not 
confirmed on biopsy. In an additional 8 patients 
biopsy revealed extrahepatic obstruction which was 
not suspected clinically. In these patients the 
biopsy was of great aid in determining the need 
for surgery. In 30 patients metastatic carcinoma 
was clinically diagnosed but not found at biopsy, 
while in 14 patients biopsy revealed metastatic 
carcinoma which was not clinically suspected; 
thus, in 44 patients the prognosis was altered due 
to the fact that an unsuspected malignancy was 
found or that an expected malignancy was not 
found. In the remaining 50 patients neither the 
therapy nor the prognosis was greatly altered by 
the biopsy findings, although the histological in- 
terpretation was not the same as the clinical diag- 
nosis. The histological diagnosis as established by 
needle biopsy was proved by laparotomy or autopsy 
to be erroneous in 8 patients. Errors in diagnosis 
probably occurred in 3 additional patients as re- 
vealed by the cytological study of ascitic fluid and 
sputum. 

Biopsies were not performed on patients with a 
known hemorrhagic disorder or severe anemia. 
Despite these precautions death occurred in as- 
sociation with hemorrhage in 5 patients, represent- 
ing a mortality rate of 1.5%. Four of these patients 
had metastatic carcinoma of the liver, which was 
found in biopsy specimens. These 4 patients be- 
longed to a group of 33 patients with metastatic 
carcinoma who underwent biopsy. Thus, the mor- 
tality rate in the presence of metastatic carcinoma 
was 12%. These data suggest that percutaneous 
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needle biopsy is potentially dangerous in patients 
with suspected malignant disease of the liver. 
Surgical biopsy with the aid of local anesthesia in 
such patients may be a preferable procedure, 
having the advantages of adequate visualization 
of the liver and thereby reducing the number of 
false-negative results as well as decreasing the in- 
cidence of uncontrolled hemorrhage. 


Alcohol Sensitivity in Hodgkin’s Disease (Report of 
Two Cases). D. N. Tweeddale, J. B. Whelan and 
F. L. Browning. Ohio M. J. 54:1165-1167 (Sept.) 
1958 [Columbus]. 


A 50-year-old woman first noticed enlarged right 
cervical lymph nodes in September, 1954. These 
were painless and seemed at times to disappear. 
In August, 1955, she had an acute flare-up of in- 
flammatory rheumatism, which subsided under 
treatment. After this, the enlarged cervical nodes 
became barely palpable. She was seen again in 
February, 1956, with a right-sided lobar pneu- 
monia. At this time the cervical nodes were again 
enlarged, but after recovery from the pneumonia 
they decreased in size. Four months later, when the 
cervical nodes became enlarged again, biopsy re- 
vealed a_ proliferative, inflammatory, glandular 
hyperplasia. The patient began to lose weight, be- 
came short of breath on the least exertion, had 
dizzy spells and a very rapid pulse, and had no 
appetite or pep. At this time she noticed that, 
whenever she imbibed alcohol, there occurred pain 
in the back that radiated into the abdomen. It was 
so severe that she voluntarily abstained from 
alcohol. The pain commenced about 5 or 10 min- 
utes after alcohol ingestion. It started as a dull ache 
in the lower part of the back and increased in 
intensity until it girdled the abdomen. This lasted 
about 1 or 2 hours and then gradually diminished. 
About one week before the patient was admitted 
to the hospital, she experienced the same reaction 
after a second dram dose of elixir of butabarbital 
(Butisol) sodium. She was rehospitalized in January, 
1958, and a diagnosis of Hodgkin’s paragranuloma 
was rendered. She was then given a course of deep 
x-ray therapy to cervical and retroperitoneal lymph 
nodes, after which all enlarged and palpable nodes 
practically disappeared. About 10 days after ther- 
apy she was encouraged to try a martini, which 
she did, with none of the aforementioned symp- 
toms. 

The second patient presented was a 27-year-old 
woman, who consulted her physician because of 
difficulty in swallowing, pain under the left shoul- 
der blade after the ingestion of alcohol, and en- 
largement of the neck. Her symptoms had been 
present for 3 months. She stated that severe, sharp 
pain beneath the scapula commenced about 10 
minutes after alcohol ingestion and lasted for 2 or 
3 hours. Biopsy of one of the nodes revealed a 
typical Hodgkin’s granuloma. 


J.A.M.A., Nov. 29, 1958 


The authors briefly review the literature on 
alcohol sensitivity in Hodgkin’s disease, pointing 
out that the commonest manifestation of alcohol- 
induced sensitivity in Hodgkin's disease is pain; 
however, generalized pruritus, cough, a sense of 
suffocation or oppression in the chest, increase in 
size of nodes and fever, and a generalized feeling 
of ill health have also been noted. The importance 
of further investigation of a patient who develops 
pain after alcohol consumption is stressed. The 
syndrome may be the earliest clinical manifestation 
of Hodgkin's disease. The possible value of alcohol 
sensitivity as a guide to therapy should be con- 
sidered. 


Simultaneous Occurrence of Moderate Hemophilia 
and Thrombopathy in One Family. $. Van Creveld, 
C. Everts-Coster and H. A. Veder. Nederl. tijdschr. 
geneesk. 102:1493-1496 (Aug. 2) 1958 (In Dutch) 
[Amsterdam]. 


The authors studied a family in which a form of 
moderate hemophilia occurred. With regard to the 
hereditary transmission, of the disease, however, 
this form differed from that of classical hemophilia. 
When a man from this family married a woman 
from a family in which some of the members had 
constitutional thrombopathy, the result was a sib- 
ship with the characteristics of both these hemor- 
rhagic disorders. 


Long-Term Use of Prednisone (Meticorten) in 
Generalized Cases of Lupus Erythematosus, 
Scleroderma and Neurodermatitis Disseminata. B. 
Kanee and J. Mallek. Canad. M. A. J. 79:468-472 
(Sept. 15) 1958 [Toronto]. 


Since March, 1955, the authors had the opportu- 
nity for a close clinical and laboratory study of 
prednisone (Meticorten) in 3 disabling dermato- 
medical conditions. The purpose of their study was 
to determine: (1) the feasibility and efficacy of 
long-term therapy with prednisone in the following 
chronic diseases, lupus erythematosus disseminatus 
(systemic), generalized scleroderma (systemic), and 
generalized neurodermatitis disseminata (atopic 
eczema); and (2) the risks involved in such long- 
term therapy. The histories of 3 patients are pre- 
sented; these patients have been on continuous 
maintenance therapy with prednisone, in dosages 
varving from 10 to 40 mg. daily, for a period of 
2% years. 

It was found that long-term therapy with predni- 
sone is feasible and justifiable in the aforementioned 
seriously disabling diseases. One of the major risks 
of long-term steroid therapy is a lowering of 
resistance to bacterial infections, particularly 
Staphylococcus pyogenes var. aureus. When acute 
infection supervenes, it is important to increase the 
dosage of corticosteroids immediately and to cover 
with specific antibiotics. Corticotropin (ACTH) 
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should not be substituted during times of increased 
stress. One patient with systemic lupus erythema- 
tosus disseminatus on long-term prednisone therapy 
is showing a weight loss which may be due to a 
catabolic effect of the hormone. No disturbance of 
serum electrolytes, blood sugar, cholesterol, non- 
protein nitrogen, or blood pressure has followed 
the long-term prednisone therapy in the dosage 
used. 


Amyloidosis and Collagen Disease. G. Teilum. 
Nord. med. 60:1137-1141 (Aug. 7) 1958 (In Danish) 
[Stockholm]. 


The morphologic and clinical relationships 
among amyloidosis, paramyloidosis, and the col- 
lagen diseases are discussed. The diseases desig- 
nated as collagen diseases are, in addition to chronic 
polyarthritis and rheumatic fever, 5 less frequent 
diseases: lupus erythematosus disseminatus, periar- 
teritis nodosa, dermatomyositis, generalized sclero- 
derma, and thrombotic thrombocytopenic purpura, 
to which paramyloidosis is now added. Common 
clinical-pathological features have often been found 
in different types of collagen disease; variants and 
subtypes have been described. There is no wholly 
clear limitation between the concept “collagen dis- 
ease” and other mesenchymal diseases, as, for ex- 
ample, Wegener's allergic granulomatosis and 
allergic angiitis. Other mesenchymal diseases, main- 
ly or exclusively localized to the reticuloendothelial 
system, though not usually included in the collagen 
disease group, will show features in common with 
these. Amyloid development is a direct result of a 
dysfunctional phase in the protein synthesis of 
mesenchymal cells, presumably related to disturb- 
ance in some enzyme system. Substances such as 
cortisone, corticotropin, and mustard gas in experi- 
mental biopsy studies on changes in the spleen, 
were found to promote amyloid development in the 
course of a few days. 


SURGERY 
Glioblastoma Multiforme: Review of 219 Cases with 
Regard to Natural History, Pathology, Diagnostic 
Methods, and Treatment. S. A. Frankel and W. J. 
German. J. Neurosurg. 15:489-503 (Sept.) 1958 
(Springfield, Il.]. 


The authors report on 127 male (58%) and 92 


female patients (42%), between the ages of 12 and 
73 years, with glioblastoma multiforme who were 
admitted to the New Haven (Conn.) Hospital be- 
tween 1924 and 1952. An abrupt onset, simulating 
a vascular accident, occurred in 8 of the 219 pa- 
tients; in 2 the mode of onset was unknown; and in 
209 it was gradual. Headache was the leading 
symptom in all 3 groups; about 33% of the patients 
had seizures, and in half of these it was the initial 
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complaint. The duration of symptoms before the 
diagnosis was made was less than 6 months in 70% 
of the patients, but histories longer than 1 year were 
elicited in 17%. The total duration of the disease 
was less than 1 year in 67%; 11% of the patients 
lived 2 to 5 years. The duration of the disease was 
not related to the age or sex of the patient. There 
was no evidence of familial incidence or of a rela- 
tionship with any other disease of the nervous 
system. 

The cerebrospinal fluid was almost always ab- 
normal in some respect. Lumbar puncture was 
done for diagnostic purposes in 122 of the 219 pa- 
tients; the deaths of 2 patients were directly attribu- 
table to this procedure, while the information 
gained was nonspecific. Routine use of lumbar 
puncture is not recommended. Roentgenograms of 
the skull revealed various abnormalities in 59% of 
the patients. Electroencephalographic findings were 
abnormal in 93% of the patients; they made possible 
correct localization of the lesion in 49%. Pneumo- 
encephalograms were obtained from only 19 pa- 
tients, and the procedure caused the death of 1 
patient; the lesion was localized with the aid of this 
procedure in only 3. patients. Ventriculograms 
vielded a correct localization of the lesion in 104 
(77%) of 135 patients. Arteriography was performed 
on only 21 patients, with correct localization of the 
lesion in 10 (48%). 

Of the 219 patients, 183 underwent surgical treat- 
ment, with an operative mortality of 18.5%. Average 
postoperative survival time was about 3 months. 
The more radical surgical procedures, including 
“total” removal of the tumor (complete removal of 
all visible tumor tissue) and lobectomy, offered the 
best prognosis with regard to operative mortality 
and survival time. Of 47 patients receiving roent- 
genotherapy, 21 were given a course of 2,700 to 
5,900 r tumor dose, which was completed within 60 
days after the surgical intervention. The percentage 
of survivors in this group of patients was consider- 
ably higher as compared with that in the group of 
patients who underwent surgery alone. The effect 
of all present types of treatment is to prolong the 
patient's life by 3 to 6 months. Long-term survivals 
were just as common among untreated patients as 
among those treated. Postoperative disability tended 
to be great; only 40% of the patients had slight or 
no disability. Sixty per cent of the patients did not 
obtain remission of their symptoms. Only 15% of the 
patients went 6 months without a recurrence. There 
were no cures. 

Pathological examination of the surgical speci- 
mens or autopsy findings revealed a mixed picture, 
with no single type of cell predominating in 174 
patients. The fibrillary astrocyte was the predomi- 
nant cell in 15 patients, the protoplasmic astrocyte 
in 7, the spongioblast in 6, and the astroblast in 1. 
In the remaining patients the predominant cell type 
was not recorded. Comparison of the total duration 
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of illness in a group of 142 patients with tumors 
having numerous mitotic figures with that in a 
group of 54 patients with tumors having rare or no 
mitotic figures showed almost identical survival 
curves for both groups; thus, the number of mitotic 
figures seems to bear no relationship to prognosis. 


Hypophysectomy in Severe Diabetes: I. Neurosurgi- 
cal Aspects. M. Javid, E. $. Gordon and T. C. 
Erickson. J. Neurosurg. 15:504-511 (Sept.) 1958 
(Springfield, Il.]. 


The authors report on 11 men and 4 women, be- 
tween the ages of 19 and 61 years, with severe 
diabetic complications of the Kimmelstiel-Wilson 
type who were operated on in the department of 
neurosurgery of the University Hospitals in Madi- 
son, Wis., between 1954 and 1957. The duration of 
known diabetes mellitus in these patients varied 
from 9 to 29 years. These patients had severe loss of 
vision and varying degrees of nephropathy. Neuro- 
surgical procedures in 10 patients consisted of a 
complete surgical hypophysectomy and in the re- 
maining 5, of section of the pituitary stalk. A sub- 
frontal approach by means of a “2-in.” craniotomy 
on the side of the blind eye was employed in all 
patients. The cerebrospinal fluid was drained before 
opening the dura mater by a T-shaped incision, the 
horizontal limb of the T being placed at the center 
of the “2-in.” trephine opening with the vertical 
limb at the direction of the roof of the orbit. This 
was found satisfactory to protect the brain, which 
is of great importance in these diabetic patients. 
The hypophysectomy was performed according to 
Olivecrona and Ray's techniques. Section of the 
pituitary stalk was performed by dividing the stalk 
between 2 tantalum clips immediately above the 
diaphragma sellae, and a piece of polyethylene film 
was placed over the distal end. Endotracheal 
anesthesia was used in all the patients. 

There was a consistent and marked decrease in 
insulin requirement postoperatively. Average blood 
pressure readings were all lower than preoperatively 
except in one patient. There was consistent im- 
provement in the diabetic retinopathy and return 
of vision in some patients. Three patients died with- 
in 2 to 8 days after the surgical intervention, and 5 
patients died after discharge from the hospital 
within 3 to 26 months after hypophysectomy. Five 
of the 8 deaths resulted from severe, prolonged 
hypoglycemia. Of the remaining 3 patients who 
died, severe diabetic nephropathy and cerebral 
edema caused the death of the first patient, severe 
coronary sclerosis, pulmonary edema, and hyper- 
tensive encephalopathy were responsible for the 
death of the second, and bronchopneumonia and 
purulent tracheobronchitis were the chief causes of 
death in the third. Autopsy performed on 2 patients 
who died after section of the hypophysial stalk 
revealed very extensive necrosis of the anterior 
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pituitary in one patient and only a small area of 
necrosis in the other. These findings may account 
for the observation that improvement in vision and 
alteration in endocrine assays in the patients who 
underwent section of the pituitary stalk were not 
parallel to the improvement observed in the patients 
who underwent hypophysectomy. Section of the 
hypophysial stalk does not appear to be the physi- 
ological equivalent of total hypophysectomy, both 
from the standpoint of practical therapeutic results 
and from physiological studies. 

Hypophysectomy is not indicated as a routine 
therapeutic method in patients with advanced juve- 
nile diabetes mellitus, but further studies and re- 
evaluation are indicated. Major renal insufficiency 
is a contraindication to surgical treatment which 
should not be performed on patients who will not 
follow instructions concerning insulin administra- 
tion and diet postoperatively. Teamwork between 
neurosurgeon and endocrinologist as well as careful 
follow-up are essential. Hypophysectomy  trans- 
forms a severe diabetic condition to a mild one as 
far as insulin requirement is concerned, but it does 
not reverse permanent vascular changes that have 
already occurred. The results obtained in some of 
the surviving patients, however, have been 
sufficiently impressive to consider hypophysectomy 
as having a place in the management of selected 
patients with severe diabetes and_ intercapillary 
glomerulosclerosis (Kimmelstiel-Wilson’s disease). 
Destruction of the Hypophysis with Radioactive 
Colloidal Chromic Phosphate in Cancer of the 
Prostate. P. C. Johnson, K. M. West and B. J. Rut- 
ledge. J. Neurosurg. 15:519-527 (Sept.) 1958 [Spring- 
field, 


The authors treated 6 men, between the ages of 
59 and 66 years, with biopsy-proved carcinoma of 
the prostate by direct injection of radiophosphorus 
(P**) as colloidal chromic phosphate into the hy- 
pophysis. The pituitary stalks were clipped and 
severed before the injection of P* in 3 of the 6 
patients. Five patients had undergone previous 
orchiectomy, with symptomatic improvement re- 
sulting in 4. All the patients required administration 
of narcotics for relief of pain, and each patient had 
become refractory to estrogen therapy before de- 
struction of the pituitary was attempted. Three of 
the 6 patients died within 32 hours to 5 days after 
the operation. The other 3 patients survived the 
operation for periods ranging from 10 weeks to 1 
year. The 3 survivors noted relief of pain in bones. 
One of these 3 showed objective evidence of re- 
mission of tumor growth. Panhypopituitarism was 
present in 2 of the 3 patients. In one patient this 
persisted until his death 10 weeks after the surgical 
intervention. In the other patient the hypopitui- 
tarism and diabetes insipidus produced by the pro- 
cedure disappeared 6 months after surgery. 
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Autopsies were done on 5 patients. Of the 3 in 
whom the pituitary stalk had not been divided be- 
fore the injection of P**, 2 showed minimal his- 
tological changes in the hypophysis. In the 2 pa- 
tients in whom the stalk was divided, the hypophy- 
sis was completely destroyed. These findings would 
suggest that division of the stalk combined 
with irradiation may result in more complete 
destruction of the pituitary body than does irradia- 
tion alone. The finding of considerable amount of 
P™ in both the spinal fluid and the blood as early 
as the first day after the intrapituitary injection 
showed that the injected material disappeared 
rapidly from the hypophysis. Destruction of the 
pituitary by irradiation is yet to be proved superior 
to surgical hypophysectomy. 


Pulmonary Cancer Without Roentgen Findings. 
J. L. Hansen. Ugesk. lager 120:1037-1044 (Aug. 7) 
1958 (In Danish) [Copenhagen]. 


In a series of 343 consecutive cases of bronchial 
carcinoma, there were 42 in which roentgenography 
showed nothing pathological. In these cases the ap- 
portionment according to sex, age, and histological 
type agreed with that in the total material; the 
history was relatively long. The symptoms were 
most often typically bronchial. Bronchoscopy is 
urged in cases with suspect bronchial symptoms of 
more than a few weeks’ duration, also when 
roentgen-ray examination shows normal conditions. 
Repeated prescription of cough medicine without 
careful clinical observation is not advised. The 
symptoms which should awaken suspicion of bron- 
chial cancer (also in cases with normal roentgen-ray 
picture) are cough or change in the usual cough, 
expectoration, strident respiration, together with 
dyspnea, and pain in the thorax. Bronchoscopy gives 
a positive diagnosis about equally often in early and 
late cases of bronchial cancer and is equally indis- 
pensable in excluding and in establishing the diag- 
nosis of bronchial cancer. Normal roentgen-ray pic- 
ture in 2 planes and normal bronchoscopy will with 
considerable certainty exclude the possibility of 
bronchial cancer. 


Operative Treatment of Pulmonary Metastases and 
of Pulmonary Processes with Suspected Metastases. 
J. L. Hansen. Ugesk. leeger 120:1045-1052 (Aug. 7) 
1958 (In Danish) [Copenhagen]. 


Thirty cases of pulmonary metastases in 18 men 
and 12 women, mostly between 50 and 69 years of 
age, were analyzed. In 7 cases pulmonary resection 
was done, with 8 operations, as one patient was 
operated on bilaterally. There were no postopera- 
tive complications or deaths. Six of the patients are 
living without signs of recurrence from 4 to 15 
months after the operation. In the same period 7 
other patients with suspected pulmonary metastases 
were operated on and were found to have other 
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diseases. Solitary solid pulmonary processes should 
generally be treated operatively, even when there 
is history of malignant extrathoracal tumor, pro- 
vided that the primary cancer has been treated 
radically and there is no evidence of other metas- 
tases. Roentgenologic examination of the lungs at 
regular intervals is proposed for patients who have 
been operated on, with apparent success, for extra- 
thoracal malignant tumors. 


Should We Insist on “Radical Pneumonectomy” as 
a Routine Procedure in the Treatment of Carcinoma 
of the Lung? J. Johnson, C. K. Kirby and W. S. 
Blakemore. J. Thoracic Surg. 36:309-315 (Sept.) 1958 
[St. Louis]. 


The authors point out that Allison in 1950 pro- 
posed the term “radical pneumonectomy” to de- 
scribe the removal of all possible mediastinal areolar 
tissue, containing the lymphatics, in continuity with 
the lung. According to Watson, whose motion pic- 
ture on radical pneumonectomy has been widely 
circulated, the dissection starts at the apex of the 
mediastinum, and all areolar tissue and lymph 
nodes are reflected downward as the trachea, 
esophagus, and other important structures, as well 
as the contralateral bronchus, are partially “skele- 
tonized.” The pericardium is resected with the lung 
and mediastinal tissues after the pulmonary vessels 
have been divided intrapericardially. The film im- 
plied that anyone doing less than a_ radical 
pneumonectomy for cancer of the lung might not 
be doing everything possible to cure his patients. 
The authors, at the Hospital of the University of 
Pennsylvania, had been removing lymph nodes in 
the mediastinum immediately adjacent to the hilus, 
going over as far as the bifurcation of the trachea, 
but they had resected the more distant nodes only 
when there seemed to be involvement of those 
nodes, and, therefore, they found themselves on the 
defensive regarding the surgical treatment of pul- 
monary cancer. 

The authors compared the 5-year survival rate 
they had obtained with their “standard” resection 
with the 5-year survival rate obtained by those who 
employed radical pneumonectomy. Of 764 patients 
with carcinoma of the lung at the Hospital of the 
University of Pennsylvania, 344 were seen more 
than 5 years ago. Of this group, 192 (56%) were ex- 
plored and 116 (34%) were subjected to pulmonary 
resection. The operative mortality was 7.7%. Thirty- 
one patients (26.7% of those subjected to resection 
or 9% of the total number of patients) survived 5 
years or more. Radical pneumonectomy was not 
employed in this series. The 5-year survival so far 
reported after radical pneumonectomy is not sig- 
nificantly higher than the authors obtained with the 
standard-type resection. They suggest that until it 
can be shown that radical pneumonectomy produces 
superior results, the thoracic surgeon is not obli- 
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gated to perform the radical operation. However, 
they do not wish to discourage the resection of all 
grossly involved tumor tissue and feel that the 
surgeon should make a real effort to get around the 
locally invasive tumor whenever possible. 

Studies to date indicate that blood vessel in- 
vasion as found in the surgical specimen is of 
greater prognostic significance than lymph node 
invasion. Whereas there was only a 6% 5-year sur- 
vival among those patients showing blood vessel 
invasion in the tumor, there was a 75% 5-year 
survival when blood vessel invasion was not present. 
This may in part account for the fact that radical 
pneumonectomy to date has not produced the great 
improvement in the 5-vear survival rate which was 
anticipated. 


Further Studies in the Surgical Management of 
Carcinoma of the Lung: A Further Study of the 
Cases Treated at the Massachusetts General Hos- 
pital from 1950 to 1957. E. D. Churchill, R. H. 
Sweet, J. G. Scannell and E. W. Wilkins Jr. J. 
Thoracic Surg. 36:301-308 (Sept.) 1958 [St. Louis]. 


The previous report on the surgical management 
of primary carcinoma of the lung at the Massachu- 
setts General Hospital in Boston included all pa- 
tients seen in the years from 1930 to 1950, with 
follow-up data on all resections carried out prior to 
January, 1948. The present study brings up to date 
the results of surgical management of cancer of 
the lung at the same hospital by adding the cases 
of all patients seen in the period from January, 
1950, to January, 1957, with follow-up information 
on all resections performed before January, 1956. 
Complete follow-up data are available on 341 re- 
sected cases. These data show that in the recent 
7-year period a greater percentage of patients with 
proved carcinoma of the lung have come to opera- 
tion than in the earlier series (55% compared with 
43%). The resectability rate has also increased (35% 
of proved cases compared with 25%). The 5-year 
cumulative survival rate for all patients undergoing 
resection for cancer of the lung remains approxi- 
mately 28%. The 10-year cumulative survival rate 
for such patients is 18%. 


Results in the Treatment of Bronchogenic Carcino- 
ma: An Analysis of 1,008 Cases. T. H. Burford, S. 
Center, T. B. Ferguson and H. J. Spjut. J. Thoracic 
Surg. 36:316-328 (Sept.) 1958 [St. Louis]. 


The senior author and his associates at the Barnes 
Hospital in St. Louis observed 1,008 patients with 
primary bronchogenic carcinoma of the lung be- 
tween 1948 and 1955, inclusive. The diagnosis was 
verified in 100% of the cases by microscopic section, 
the material being obtained by bronchoscopic 
biopsy, cytological study of the sputum, biopsy of 
metastatic implants, needle biopsy, frozen-section 
biopsy at the time of thoracotomy, and examination 
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of the resected specimens. The minimum follow-up 
period was 12 years and the maximum, 9'2 years. 
The distribution as to sex, age, cell type, and site of 
origin did not differ significantly from that of other 
reported series. Surgical exploration was carried out 
in 60% of the patients; resection was possible in 
35%. Pneumonectomy comprised 80% of the resec- 
tions; lobectomy, 20%. The percentage of lobectomy 
cases increased from 3% in 1948 to 30% in 1955. The 
over-all operative mortality was 11%. 

The 5-year survival rate for all patients who were 
followed an adequate length of time was 9%. In the 
selected group in whom surgical resection was pos- 
sible, the 5-year survival rate was 22%. Study of the 
resected specimens from the 5-year survivors re- 
vealed epidermoid carcinoma to be the most pre- 
valent cell type (77.5%), but a surprisingly high 
number of undifferentiated tumors (12.5%) were 
present. Almost half (45%) of the specimens showed 
lymph node involvement, and 8% had blood vessel 
invasion. Surgical resection could be done in only 
1 of each 3 cases diagnosed. This ratio remained 
unchanged throughout the 8-year span. Significant 
increase in 5-year survivals will be possible only 
through an increase in the percentage of resections 
performed. 


Clinical and Experimental Observations on 1627 
Cases of Cancer of the Breast (Continuation and 
Conclusion). J. Lavigne. Acta chir. belg. 57:215-231 
(March) 1958 (In French) [Brussels]. 

This concluding chapter in a study of 1,627 cases 
of breast cancer, with a follow-up of at least 5 
years, is devoted to the problem of recurrences, 
with special reference to their possible causes. A 
10-year follow-up period was considered appropri- 
ate for this part of the work, because, while recur- 
rences have been reported after periods of more 
than 10 years—even 15 or 20 in some cases—it is 
quite possible that these very late recurrences 
really represent either second cancers or the reac- 
tivation of an overlooked islet of the original tumor. 
Patients followed for less than 10 years were there- 
fore excluded from consideration, as were 89 others 
—30, because they did not receive standard treat- 
ment, i. e., a radical operation, either alone or fol- 
lowed by roentgenotherapy; 4, because they were 
lost sight of before the end of the 10th year; and 
55, because they died of intercurrent diseases. Al- 
most four-fifths of the remaining 859 patients (682, 
or 79.3%) had one or more recurrences during the 
10 years they were under observation, while the 
other one-fifth (177) were still living at the end of 
10 years without ever having had a recurrence. 

Statistical analysis of the findings in the 682 pa- 
tients with recurrences showed that there was no 
connection between the age of the patients and 
the appearance of the recurrent lesions. This fact, 
which is in harmony with the findings cbtained in 
the earlier part of this study, warrants the conclu- 
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sion that the primary tumor and its possible recur- 
rences behave in exactly the same way. Most (85%) 
of the recurrences appeared in the first 5 years, and 
after the 8th year the percentage of recurrences 
became negligible. Correlation of the number of 
recurrences with the stage of the cancer at the 
start showed that 86% of the stage 3 and stage 4 
tumors recurred during the first year, as against 
only 49% of the stage 1 tumors. The findings in 
these patients failed to show any relation between 
the average survival periods and the time at which 
the first recurrence became clinically apparent. It 
must be remembered, however, that the number 
of patients in certain categories, e. g., those with 
recurrences in later years, was small and that the 
exact time of appearance of a recurrence cannot 
always be precisely determined. 

Recurrences were less frequent in patients treated 
with combined surgery and x-ray therapy than in 
patients treated with surgery alone. The type of 
treatment given, whether surgery alone or surgery 
combined with x-rays, on the other hand, had no 
effect on the date and rate of appearance of recur- 
rences, the frequency of metastases and generaliza- 
tion, or the length of the survival period. 

A separate study of 24 patients in whom recur- 
rences took place more than 10 years after the 
initial treatment of the original tumor was note- 
worthy, first, for the small number of patients so 
affected, and, second, for the much greater length 
of the average survival period, which was 42 months 
in these patients, as compared with 18 to 21 months 
in those in whom recurrences appeared earlier. 
Various modern studies on the latency of cancer 
cells seem to show that these late recurrences are 
due to the effect of some unknown factor—either a 
direct chemical agent or a vascular modifier— 
which gives latent cancer cells increased mitotic 
power. 


PEDIATRICS 


Congenital Hernia of the Diaphragm in Newborn 
Infants. R. Neimeier. Ann. paediat. 191:87-94 (Aug.) 
1958 (In German) [Basel, Switzerland]. 


In the course of 5 months, 4 newborn infants 
with congenital diaphragmatic hernia were ob- 
served in the Woman's Clinic of the University of 
Basel. The author believes that this high incidence 
was accidental, as only 28 infants with fatal con- 
genital diaphragmatic hernia had been observed 
over a period of 50 years among 103,786 births. 
The course was similar in all 4 infants. They ap- 
peared viable and emitted 1 or 2 weak cries. After 
the cutting of the cord, however, increasing dyspnea 
rapidly led to cyanosis. The action of the auxiliary 
respiratory musculature increased again, as did 
also the pulse and respiratory frequencies, but the 
respiratory excursions of the involved side of the 
thorax were diminished, and auscultation revealed 
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no respiratory sounds on this side. The latter sounds 
may eventually be displaced by intestinal peri- 
staltic sounds. 

Circulatory stimulants were ineffective in these 
cases. The administration of oxygen produced only 
temporary improvement and was incapable of pre- 
venting the increasing dyspnea and death, which 
in the 4 infants occurred within 40 to 125 minutes. 
In 3 of the infants mediastinal displacement had 
the effect that the heart beat was audible on the 
right side of the thorax. A roentgenologic survey 
examination, which in 2 of the infants was done 
only after death, corroborated the diagnosis. It re- 
vealed gas-filled intestinal loops in the involved 
side of the thorax and displacement of the mediasti- 
num and trachea; in some cases, shadows of ab- 
dominal organs (liver) protruded into the thorax. In 
3 cases the diagnosis was further corroborated by 
roentgenography with the aid of barium as con- 
trast medium. The congenital hernia of the dia- 
phragm was associated with other congenital de- 
fects in 3 of the 4 infants. Operative repair of the 
diaphragmatic hernia would become possible only 
if the condition were recognized early. 


Postpneumonic Pseudo Air Cysts in Children. 
K. Schlager. Fortschr. Geb. Réntgenstrahlen. 89: 
136-146 (Aug.) 1958 (In German) [Stuttgart, Ger- 
many]. 


The formation of cyst-like hollow spaces in the 
course of or after pneumonia in children seems to 
have increased in incidence since the introduction 
of modern chemotherapeutic treatment, and _par- 
ticularly antibiotic therapy. The terminology of the 
condition is somewhat confused, since it has been 
reported under such diverse terms as tension vesi- 
cles, valvular cyst, localized or bullous emphysema, 
metapneumonic emphysema, pneumotoceles, pseu- 
docavities, ring shadows due to resorption, acquired 
cysts, and obstructive emphysema. The author pre- 
fers the term “postpneumonic pseudocyst,” because 
it not only differentiates the condition from con- 
genital pulmonary cysts but also suggests the 
etiology and gives the impression of a thin-walled, 
aerated hollow space. These postpneumonic pseu- 
docysts develop in the pulmonary parenchyma, 
chiefly in infants and young children, and are char- 
acterized by considerable variation in size and by 
the fact that they produce no symptoms and that 
they generally regress spontaneously without treat- 
ment. 

There is as yet no complete agreement on the 
pathogenesis, but the majority of investigators are 
of the opinion that a hollow space develops in the 
peripheral lung tissue as the result of a valvular 
stenosis in a small bronchus or bronchiolus. Pre- 
sumably the increase in pressure beyond the valve- 
like bronchostenosis causes dilatation of the alveoli 
or lobuli in the form of a functional emphysema, 
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and the inflammatory changes in the surrounding 
parenchyma promote the tendency to expansion. 
On the other hand, it is possible that hollow spaces 
are formed as the result of poststenotic inflation of 
foci of gangrenous or suppurating breakdown. 
There is as yet no agreement as to whether the air 
inflation of the pseudocyst occurs during inspiration 
or expiration, the more so since exploratory punc- 
ture is inadvisable because of the danger of pos- 
sible complications, such as tension pneumothorax, 
collapse, or infection. The author regards it as most 
likely that air enters the poststenotic part of the 
lung chiefly during forced expiration, that is, dur- 
ing coughing. 

The following factors are characteristic for post- 
pneumonic pseudocyst: roentgenologic or anam- 
nestic evidence of pneumonia; circular or (when 
large) long oval shape of the outline; a thin wall; 
fluctuation in size, and well-being during enlarge- 
ment; and regression without treatment. The dif- 
ferential diagnosis is difficult and must rule out 
pneumonia with abscess formation, partial and 
tension pneumothorax, bronchiectasis, congenital 
pulmonary cysts, diaphragmatic hernia, tuberculous 
cavities, and various other lesions that may cause 
ring-shaped shadows. Illustrating case histories are 
presented of 4 children who had postpneumonic 
pseudocysts. They ranged in age from 5 months to 
years. 


Congenital Deaf-Mutism, Prolonged QT Interval, 
Syncopal Attacks and Sudden Death. S. A. Levine 
and C. R. Woodworth. New England J. Med. 259: 
412-417 (Aug. 28) 1958 [Boston]. 


The authors report a new and a very distinct 
clinical entity—congenital deaf-mutism associated 
with functional heart disease. A young boy showed 
the essential peculiarities that identify the condi- 
tion, such as attacks of unconsciousness; peculiar 
electrocardiograms, consisting of marked prolonga- 
tion of the QT interval, with large T waves; sudden, 
early death; and no other objective evidence of 
organic heart disease or any other disease (except 
for deaf-mutism) on physical or postmortem ex- 
amination. The electrocardiograms in these cases 
(a family in which 4 members manifested these 
same unusual features has recently been reported) 
are peculiar and unique. They are not absolutely 
constant from month to month, though generally 
the characteristic features are present. The PR in- 
terval tends to be slightly shorter and does not vary 
even when the ventricular complex changes. The 
most striking feature is the long QT interval, with 
large and often bifurcated T waves which may be 
positive, negative, or biphasic. At times the T waves 
resemble those seen in hyperkalemia, and at other 
times the tracings suggest the possibility of a dis- 
turbance in calcium metabolism or hypoparathy- 
roidism, in spite of the fact that all electrolyte 


MEDICAL LITERATURE ABSTRACTS 


J.A.M.A., Nov. 29, 1958 


studies in such cases have been normal. Although 
the duration of electric ventricular systole is 
markedly prolonged, mechanical systole is of nor- 
mal duration. Another feature of the electrocardio- 
grams is the variability of the form of the com- 
plexes and the fact that the tracings may spontane- 
ously revert to normal. 

In the case reported, the fainting attacks experi- 
enced by the patient seemed to be related only to 
emotional situations in which he was frightened or 
told to do something that vexed him. No micro- 
scopic or gross cause of death could be found at 
autopsy, and in the absence of adequate cause 
death was presumed to have occurred as a result 
of sudden cardiac arrest or ventricular fibrillation. 
Another peculiarity of this condition is that in the 
few cases that have been reported death has oc- 
curred in childhood, the 3 previous patients having 
died at the ages of 4, 5, and 9 years and the pa- 
tient in this case at the age of 13 years. 


Neuroblastomas and Nephroblastomas: Clinical 
Study with Personal Material. S$. Nordgy. Tidsskr 
norske laegefor. 78:705-709 (Aug. 1) 1958 (In Nor- 
wegian) [Oslo]. 


The author studied the symptoms, the clinical 
and roentgenologic signs, and the therapeutic re- 
sults in 35 children with malignant retroperitoneal 
tumors admitted to the children’s clinic of the 
Rikshospital in Oslo from 1938 to 1955. The average 
age on admission was 2% years. The average dura- 
tion of symptoms before admission was 9 weeks. 
Eleven patients had clinical or roentgenologic 
signs of metastases on admission. Seventeen cases 
were thought suitable for surgical treatment, but 
complete excision proved possible in only 5 cases, 
all of Wilms’s tumor. One patient has survived 14 
years after nephrectomy without irradiation treat- 
ment and another, 3'2 years after preoperative ir- 
radiation and nephrectomy; in 3 cases recurrence 
set in after 2 months, 1 year, and 2'2 years respec- 
tively. The prognosis for malignant retroperitoneal 
tumors in children has heretofore been considered 
extremely unfavorable in spite of treatment. Be- 
cause of the rapid growth of these tumors, their 
early spread, and the absence of early characteristic 
symptoms, diagnosis is often made too late for 
reasonable hope of successful treatment. 

Nephroblastomas originate from renal tissue; neu- 
roblastomas develop from the sympathetic nerve 
tissue in the adrenals and along the posterior part 
of the abdominal wall. Differential diagnosis be- 
tween the two tumor forms is difficult and often 
impossible. On the least suggestion of malignant 
disease, examination by a pediatrician and/or a 
roentgenologist is indicated, with hospitalization as 
soon as possible for active treatment if the suspicion 
is verified. With regard to nephroblastomas, there 
is general agreement that complete excision of the 
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primary tumor is necessary for survival and that 
postoperative roentgen-ray treatment is necessary 
for improvement of the prognosis. When there are 
disseminated metastases, treatment can be only 
palliative. In the case of neuroblastomas, partial 
removal of the primary tumor and energetic post- 
operative roentgen-ray treatment give a relatively 
high percentage of survival, even with simultaneous 
liver metastases and regional lymph node metas- 
tases. With disseminated skeletal metastases, treat- 
ment can never be other than palliative. Early 
complete excision is the foremost aim also in this 
tumor form. Recovery has been seen on roentgen- 
ray treatment alone. 


Congenital Afibrinogenemia. S. van Creveld and 
Liem Khe Hoo. Maandschr. kindergeneesk. 26: 
227-237 (July) 1958 (In Dutch) [Leiden, The Nether- 
lands]. 


The development of hematoma after trauma or 
prolonged bleeding during tooth eruption are the 
chief manifestations of congenital afibrinogenemia, 
whereas nasal and gastrointestinal hemorrhages 
are rare, and petechiae are never observed. This 
last aspect is probably due to the fact that the 
function of the blood platelets is normal. Congenital 
hypofibrinogenemia or afibrinogenemia be 
temporary or permanent. The permanent form has 
been ascribed to hereditary factors. The female 
infant, whose history is presented, was the first 
child of healthy parents who were not related and 
whose family histories were free from hemorrhagic 
diathesis. Subcutaneous bleeding on the occiput 
and the neck of the infant was observed 24 hours 
after birth. Blood transfusion through the umbilical 
vein arrested this hemorrhage, and the hematoma 
disappeared. Hemorrhage from the umbilicus on 
the 8th day necessitated suture of the umbilical 
wound, It was found that the process of blood 
coagulation was impaired, but the child was dis- 
charged from the hospital 30 days after birth and 
remained free from severe hemorrhages to the end 
of the first year of life, when a blow caused a 
hemorrhage on the dorsum of the foot. 

At this time various methods of examination 
failed to detect fibrinogen in the infant's blood. 
The authors emphasize that in the blood of such a 
patient the antihemophilic factor is present in nor- 
mal quantities notwithstanding the absence of 
fibrinogen. There exists, however, an increased 
instability of the antihemophilic factor in the blood 
and an increased prothrombin consumption. There 
also exists a relationship between the fibrinogen 
content of the plasma and the prothrombin time, 
determined according to Quick’s method. Trans- 
fusions of blood, plasma, or fibrinogen are promptly 
effective against the hemorrhagic diathesis of afi- 
brinogenemia, but the effect is temporary only, 
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Hypovitaminosis C and Osteomyelitis in Child- 
hood. R. Della Casa. Riforma med. 72:788-791 
(July 12) 1958 (In Italian) [Naples]. 


A comparative investigation designed to deter- 
mine the possible etiological correlation between 
the state of hypovitaminosis C and osteomyelitis 
was undertaken among 60 hospitalized children, 
aged between several months and 11 years. They 
were divided into 2 equal groups. The children in 
one group had osteomyelitis and those in the other 
group had disorders of the respiratory tract asso- 
ciated with fever, most of which were of the bron- 
chopulmonary type. Ascorbic acid blood values 
among the children with osteomyelitis were very 
low in 11 children (up to 0.6%), fair in 11 (up to 
1.12%), average in 6 (up to 1.5%), and saturated in 
none. History of these patients revealed that they 
had not previously received vitamin C and that 
their diet had been poor. This study was made in 
5 children during the first week of the disease, in 
6 children during the second week of the disease, 
and in the remainder after more than 2 weeks of 
the disease. 

Ascorbic acid blood levels in 30 children with 
disorders of the respiratory tract varied within the 
physiological limits; these levels were fair in 14 
children (up to 1.10%), average in 15 (up to 1.60%), 
and saturated in 1 child (over 1.60%). Vascular 
fragility values were high among most of the chil- 
dren with osteomyelitis but were within normal 
limits among those with respiratory disorders. Skin 
infections due to common pyogenic micro-organ- 
isms were frequent among the children with 
osteomyelitis. Blood examination revealed the 
presence of the same strain of pyogenic micro- 
organisms in the skin infections as in the osteomye- 
litic foci in 12 children. The author believes that a 
state of primary hypovitaminosis C was present in 
children who had osteomyelitis. 


Hormone Excretion in Precocious Puberty in Girls. 
R. D. Bulbrook, F. C. Greenwood and A. H. Snaith. 
Arch. Dis. Childhood 33:295-300 (Aug.) 1958 


[London]. 


The authors made determinations of estrogen, 
17-ketosteroid, and gonadotropin in the urine col- 
lected from 11 girls, between the ages of 7 months 
and nearly 11 years, with precocious or early 
puberty. The vaginal smears of these 11 girls were 
likewise examined. Determinations of estrogen in 
the urine collected from 15 normal girls, between 
the ages of 3 and 10 years, were also carried out. 
Nine of the 11 girls with precocious or early puberty 
were excreting amounts of estrogen above 1 meg. 
per 24 hours. In 7 of these girls positive vaginal 
smears were correlated with the finding of estrogen 
in the urine, and in 2 girls negative vaginal smears 
were correlated with the absence of estrogen in the 
urine. In one patient a negative smear was obtained 


1820 MEDICAL LITERATURE ABSTRACTS 


in conjunction with 1.8 mcg. of estriol in the urine, 
while in another patient a positive vaginal smear 
was obtained but no estrogen was detected in the 
urine. The 17-ketosteroid excretion in 24-hour urine 
specimens varied from 0.7 to 2.5 meg. as contra- 
tested with 0.47 + 0.16 to 2.3 + 0.85 mcg. in the 
specimens obtained from the normal girls. Of the 
15 normal girls, estrogen was detected in the urine 
of only a 7-year-old girl who excreted 2.9 meg. per 
24 hours. Among other girls over 11 years of age 
who had breast development and pubic hair, but 
who had not menstruated, measurable amounts of 
estrogen varying from 2.9 to 7.1 meg. were found 
in 24-hour specimens of urine. 

While the 17-ketosteroid levels in the urine of 
girls with precocious or early puberty have been 
at the upper range of normal values and the estro- 
gen levels have been above contratest levels, the 
results of these estimations are not diagnostic of 
precocious puberty, since completely normal values 
are not incompatible with the diagnosis. However, 
the obtained results are of value in distinguishing 
true precocious puberty from precocity due to 
pathological conditions, involving the gonads or 
the adrenals, and from nonhormonal vulval bleed- 
ing. 


Exchange Transfusion for Acute Poisoning in Chil- 
dren. O. C. Bruton. U. S. Armed Forces M. J. 
9:1128-1131 (Aug.) 1958 [Washington, D. C.]. 


Because dialysis of almost any nature is tech- 
nically difficult and not available to most hospitals, 
exchange transfusion has been found to be effective 
and without undue hazard in the newborn period 
to prevent or remove dangerous amounts of cir- 
culating indirect bilirubin. Exchange transfusion 
may also be employed to remove dangerous 
amounts of other circulating substances, such as 
poisons, encountered in older children. Three 
among 142 children admitted to Tripler Army Hos- 
pital in Honolulu, T. H., were treated with ex- 
change transfusion after ingestion and poisoning 
with large amounts of either Nembutal (brand of 
pentobarbital sodium), Pyridium (brand of pheny- 
lazo-diamino-pyridine hydrochloride), or aspirin. No 
deaths occurred. Exchange transfusion in selected 
cases of acute poisoning is effective and without 
hazard, but it must be started as soon as possible 
after evaluation of the patient and the circum- 
stances surrounding ingestion of the poison. 


Accidents in Childhood: A Survey of 150 Cases in 
Private Paediatric Practice. R. S. Fowler. Canad. 
M. A. J. 79:241-246 (Aug. 15) 1958 [Toronto]. 


The author reports on 138 children, seen in his 
private practice, who had 150 accidents about 
which he was consulted. Of the 138 children, 129 
had 1 accident each, 6 had 2 accidents, and 3 had 
3 accidents. Ninety-one accidents (61%) occurred 
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among boys, and 59 (39%) among girls. Boys over 
3 years of age were about 2% times more frequently 
involved in accidents than girls. One hundred three 
accidents occurred among children of preschool 
age, and 47 accidents among those between the 
ages of 6 and 13 years. Eighty-two accidents oc- 
curred inside the home and 13 in the adjacent yard, 
as compared with 55 which occurred outside these 
premises. Of the 150 accidents, 105 (70%) were due 
to physical trauma, 22 (15%) to foreign bodies and 
material, 17 (11%) to poisoning, and 6 (4%) to burns. 
Falls were the main cause of physical trauma, with 
falls from a height usually occurring among 
younger children and falls on the level among older 
children. Foreign bodies seldom had serious con- 
sequences, but the ingestion of them seemed to be 
a manifestation of the same urges that cause chil- 
dren to ingest chemicals or drugs. These findings 
emphasize the principle that infants must be com- 
pletely protected from hazards and that older chil- 
dren must be taught good safety habits. 


UROLOGY 


The Urinary Excretion of Calcium and Inorganic 
Phosphate in 344 Patients with Calcium Stone of 
Renal Origin. A. Hodgkinson and L. N. Pyrah. Brit. 
J. Surg. 46:10-18 (July) 1958 [Bristol, England]. 


The authors studied the urinary excretion of 
calcium and inorganic phosphate in 220 men and 
124 women with calcium stone of renal origin, who 
were seen at the General Infirmary in Leeds, Eng- 
land, and in 132 normal men and 126 normal women. 
It is permissible to compare the distribution of 
urine calcium and inorganic phosphate values for 
normal adults with the distribution for a group of 
adult patients with stone, since the effect of normal 
variations in the intake of calcium and phosphorus 
on the excretion of calcium and inorganic phos- 
phate in the urine is small compared with the 
effect of physiological variations among individuals. 
The normal range for the urinary excretion of cal- 
cium by adults on normal diet was found to be 
about 100 to 300 mg. per day for men and 100 to 
250 mg. per day for women. The corresponding 
ranges for the urinary excretion of inorganic phos- 
phate were 500 to 1,500 mg. per day for men and 
500 to 900 mg. per day for women. The urinary 
excretion of inorganic phosphate by patients with 
stone did not differ appreciably from that of normal 
persons, but the urinary excretion of calcium was 
depressed, and there was appreciable impairment 
of renal function. It was found that about 11% of 
the 344 patients with stone had evidence of poor 
renal function. After omitting these patients, it was 
found that 59% of the remaining patients had av- 
erage urine calcium values greater than 200 mg. 
per day, as compared with 26% of the normal 
adults. 
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The incidence of high urine calcium values was 
greater in normal men than in normal women. In 
patients with stone, the incidence of stone and of 
high urine calcium values was greater in men than 
in women. The incidence of high urine calcium 
values in patients with a history of recumbency at 
some time in the past, a family history of stone, or 
an anatomic abnormality of the kidneys was about 
the same as that in patients with stone as a whole. 
Parathyroid adenoma or hypertrophy was found at 
exploration of the neck in 8 (2.3%) of the 344 pa- 
tients; these 8 patients had average serum calcium 
values of 11.2 mg. per 100 cc. or higher. All except 
one of these patients had high urine calcium values, 
the exception being a woman with poor renal 
function. The average serum calcium values in the 
344 patients varied between 7.6 and more than 11.6 
mg. per 100 cc. Eighty-five patients had average 
serum calcium values of 10.6 mg. per 100 cc. or 
higher, but only 31 of these patients had urine 
calcium values in excess of 300 mg. per day for men 
and 250 mg. per day for women. The remainder 
had normal or low urine calcium values. Patients 
with average serum calcium values greater than 
10.5 mg. per 100 cc., who also have high urine 
calcium values or poor renal function, should be 
kept under observation with a view to subsequent 
neck exploration. 

Analysis of stones was carried out in 136 pa- 
tients; there appeared to be a definite relationship 
between the incidence of high urine calcium values 
and the structure and chemical composition of 
stones. A high urinary excretion of calcium does 
not, by itself, result in stone formation, but it in- 
creases the chance that stone formation will occur, 
and it appears to influence the type of stone formed. 


Nephrogenous Polycythaemia. J. Forssell. Acta 
med. scandinav. 161:169-179 (No. 3) 1958 (In Eng- 
lish) [Stockholm]. 


Twenty-eight cases of nephropathy associated 
with secondary polycythemia are reported by the 
author. Hypernephroma was present in 22 cases, 
polycystic kidney in 4, fibromyxoma of the kidney 
in 1, and unilateral hydronephrosis in 1. Hematuria 
was found to be an important initial symptom, be- 
ing observed in almost all cases of hypernephroma 
and in 1 case of polycystic kidney. Nephrectomy 
was performed in 13 cases, and with the exception 
of 1 case, where polycythemia did not develop until 
after the operation, it disappeared after removal of 
the affected kidney. 

The role of the kidney in the metabolism of 
hemopoiesis is considered important in that re- 
moval of a tumor of the kidney, or of a whole 
affected kidney, sometimes results in the disap- 
pearance of polycythemia. Other investigators have 
found that this factor, which regulates erythro- 
poiesis, is stimulated by various forms of anoxia 
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and is responsible for the polycythemia known to 
occur at high altitudes. It has been observed in the 
umbilical cord in newborn infants, in congestive 
heart failure, after venous stasis in an extremity, in 
posthemorrhagic anemia, in erythroblastosis fetalis, 
and in Cooley's and sickle-cell anemia. Still other 
investigators have established that the hypophysis 
is the source of this factor or, at least, is closely 
associated with erythropoiesis. Jakobsen and co- 
workers, by removing almost every organ in turn, 
were able to show that the kidneys were the only 
possible source of erythropoietin production. A 
rise in the erythropoietin titer, variously caused, 
failed to occur after bilateral nephrectomy but not 
after ligation of both ureters. Should these theories 
prevail, there is still nothing to obviate the possi- 
bility that the nephrectomy performed in some of 
the present cases influenced the erythropoietin 
metabolism. 


The Significance of Vesicoureteral Reflux in Chil- 
dren. V. A. Politano. North Carolina M. J. 19:297- 
304 (Aug.) 1958 [Winston-Salem]. 


The author reports on 2 girls and 2 boys, aged 4, 
6, and 12 years, respectively, with a history of per- 
sistent or recurrent urologic difficulties of from 5 
months’ to 2 years’ duration. The diagnosis was 
established by cystography, either with exposure 
during micturition or with delayed exposure. Cys- 
tourethrograms during micturition have been more 
informative than cystograms with delayed exposure; 
however, in the very young child cystograms with 
delayed exposure will have to be sufficient. 

The diagnosis in a 4-vear-old girl was ectopic 
ureteral insertion with ureteral reflux and pyelo- 
nephritis on the left side. Treatment consisted of 
reimplantation of the left ureter by creation of a 
submucosal tunnel. This successfully corrected the 
vesicoureteral reflux. Postoperative intravenous 
pvelograms showed good excretion from the left 
kidney without evidence of obstruction. The child 
has remained asymptomatic for a period of 20 
months. Microscopic examination of the urine was 
negative, and cultures have been sterile. 

The 12-year-old boy was admitted for bilateral 
hydroureters and hydronephrosis. There was a 2- 
vear history of enuresis. Preoperative diagnosis was 
bilateral vesicoureteral reflux. Some neurogenic 
disturbance of the bladder was strongly suspected 
as well. Treatment by bilateral reimplantation of 
the ureters with the use of a submucosal tunnel 
resulted in marked improvement of the preexisting 
hydronephrosis and hydroureters and in correcting 
the vesicoureteral reflux. During a year’s observa- 
tion 6 to 8 white blood cells were observed in the 
urine. The patient has, on occasions, shown some 
bacilli, but he has had no further recurrences of 
fever and chills. 
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In the 6-year-old boy the diagnosis was contrac- 
ture of the vesical neck with median bar formation, 
bilateral reflux, and reduplication of the left ureter. 
The operative treatment consisted of excision of 
the double ureters on the left, reimplantation of the 
right ureter with the use of a submucosal tunnel, 
and a Bradford-Young repair of the vesical outlet. 
This succeeded in correcting the vesicoureteral re- 
flux on the right side. Postoperative intravenous 
pyelograms showed good function in the remaining 
kidney and a normal excretory pyelogram. The 
urine has remained normal, and cultures have been 
sterile. The child has remained completely asymp- 
tomatic during the 6-month period that he has 
been observed. 

Another 4-year-old girl was admitted with a his- 
tory of recurrent abdominal pain, frequency of 
urination, intermittent fever, and malaise of a year’s 
duration. She had been treated intermittently for 
cystitis,and pyelonephritis with chemotherapy and 
antibiotics. Vesicoureteral reflux on the right side 
was diagnosed preoperatively. The creation of a 
submucosal tunnel has been most successful in cor- 
recting the reflux on the right, but reflux has per- 
sisted on the left side. Postoperative intravenous 
pyelograms demonstrated a normal upper urinary 
tract. The child has remained completely asymp- 
tomatic, her urine being normal without medi- 
cation. 

Vesicoureteral reflux should always be consid- 
ered abnormal. Every child with repeated urinary 
tract infections, residual urine, unexplained fever, 
vague abdominal complaints, or flank pain should 
be studied for possible vesicoureteral reflux. Con- 
servative measures directed at eliminating the 
cause or contributing factors should be tried first. 
If these fail, reimplantation of the ureters becomes 
a necessity to prevent total renal injury or loss. Any 
condition which can ultimately produce total renal 
destruction by progressively increasing back pres- 
sure or from repeated infections must be viewed as 
of grave significance and prognosis. 


THERAPEUTICS 


The Treatment of Idiopathic Thrombocytopenic 
Purpura: A Review of 93 Cases. E. J. Watson-Wil- 
liams, A. I. S. Macpherson and S. Davidson. Lancet 
2:221-226 (Aug. 2) 1958 [London]. 


The authors report on 28 male and 65 female 
patients, between the ages of less than 9 and 79 
years, with idiopathic thrombocytopenic purpura. 
Twenty-six of the 93 patients did not receive spe- 
cific treatment and were given whole-blood trans- 
fusion or hematinics. Of the remaining 67 patients, 
31 received specific treatment which was instituted 
less than 100 days from the onset of symptoms (pa- 
tients with a short history), and 36 received specific 
therapy which was instituted more than 100 days 
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after the onset of symptoms (patients with a long 
history). Specific treatment consisted of steroid 
therapy with corticotropin (ACTH), cortisone, or 


‘prednisolone in 19 of the 31 patients with a short 


history, and in 8 of the 19 patients there occurred 
a complete remission which was maintained after 
treatment was stopped. Patients with a short history 
tended to have spontaneous remissions, and the 
onset of such remissions seemed to be hastened by 
steroid therapy. Steroid therapy was given to 23 
patients with a long history, and 12 of these showed 
distinct improvement but this was never maintained 
for more than 60 days. In patients with a long his- 
tory, the chances of a spontaneous remission or of 
a lasting remission from steroid therapy are small. 
Twelve of the 31 patients with a short history who 
did not receive steroids, and 7 who had failed to 
benefit from them, were subjected to splenectomy. 
Thirty-three of the 36 patients with a long history 
were treated by splenectomy, and 14 of the 33 had 
received preoperative steroid therapy. Splenectomy 
was followed by good results in more than 75% of 
the patients with a short history in whom a remis- 
sion, spontaneous or induced, had not occurred. 
Splenectomy was followed by good results in 50 
to 60% of the patients with a long history. 

The results obtained suggest that the initial 
management of the patient with a short history of 
purpura should be blood transfusion, to replace any 
serious blood loss, and administration of cortisone 
(75 mg. every 6 hours) or prednisolone (15 mg. 
every 6 hours) for 3 weeks. If the platelet count 
rises during this time, there is a good chance that it 
will be maintained. If there is no improvement 
within 3 weeks, splenectomy should be performed 
in the expectation that at this time it will be fol- 
lowed by a good result in 75% of the patients. Pa- 
tients with a long history of relapsing purpura 
should also be given a 3-week course of steroid 
therapy. All these patients should be subjected to 
splenectomy either during the steroid-induced re- 
mission or as soon as it is apparent that steroid 
treatment has failed to influence the platelet count. 
However, when a remission occurs, it may be justi- 
fiable to defer the operation in patients with milder 
cases, especially if the remission is a response to 
the first course of steroid treatment. 


PATHOLOGY 


Cerebral Blood Flow and Metabolism of the Brain 
During Acute Cerebrovascular Accidents: Effect of 
Certain Vasodilator Drugs. F. S. Feruglio and B. 
Migheli. Minerva med. 49:2440-2445 (June 20) 1958 
(In Italian) [Turin, Italy]. 


The pharmacological effects of an Italian pro- 
prietary compound, Ronicol, made up of acetyl- 
choline chloride, beta-pyridyl-carbinol, and pyri- 
dostigmine bromide, were investigated in 12 pa- 
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tients with acute cerebrovascular lesions of recent 
occurrence. Cerebral blood flow, oxygen utiliza- 
tion, and peripheral cerebrovascular resistance 
were measured by a method devised by Kety, im- 
mediately before and promptly after the intrave- 
nous administration of the compound. Fifteen ob- 
servations were made on the 12 patients; these were 
divided into 2 groups, one consisting of 6 and the 
other of 9 observations. 

The patients of the first group, all but 1 of whom 
were between 65 and 82 years of age, had small 
cerebrovascular lesions, either circumscribed (3 
patients) or in the process of resolution (3 patients). 
Cerebral blood flow, oxygen utilization, and periph- 
eral cerebrovascular resistance values deviated 
slightly from the normal values before the adminis- 
tration of Ronicol. The effect of the drug on these 
values was almost imperceptible. The patients of 
the second group, who were younger than those in 
the first group, had symptoms of recently developed 
acute and severe cerebrovascular lesions. The state 
of the cerebral blood flow and of the metabolism 
of the brain before the administration of the drug 
was the same as it was when the cerebral ictus 
developed. It consisted of a low cerebral blood 
flow, a reduced utilization of oxygen, and a signifi- 
cant increase in the peripheral cerebrovascular re- 
sistance. The sensory state of the patients was also 
affected, ranging from periodic breathing in some 
to coma in others. The administration of Ronicol to 
patients in this group produced an increased cere- 
bral blood flow, a larger utilization of oxygen, and 
a decrease in the peripheral cerebrovascular re- 
sistance. The improved metabolism of the brain 
was evidenced by the disappearance of periodic 
breathing in the affected patients and by partial 
arousing of those patients who were in a semi- 
comatose state. 

Ronicol has thus proved to be effective in im- 
proving the cerebral blood flow and the metabo- 
lism of the brain during the first phase of cerebro- 
vascular accidents. It is, however, less effective, or 
ineffective, in improving the cerebral blood flow 
and the metabolism of the brain after the first 
phase of the cerebral ictus, which is the most 
critical. 


Nonpenetrating Traumatic Injury of the Heart. 
L. F. Parmley, W. C. Manion and T. W. Mattingly. 
Circulation 18:371-396 (Sept.) 1958 [New York]. 


Among 207.548 patients who died and on whom 
autopsies were performed at the Armed Forces 
Institute of Pathology in Washington, D. C., the 
authors detected 546 (0.1%) in whom death had 
resulted from nonpenetrating traumatic injury to 
the heart. These data show that the incidence of 
death resulting from cardiac injury caused by non- 
penetrating trauma is low, although this type of 
injury is common, the lesion often being minimal 
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and the morbidity slight. The character of forces 
responsible for the production of these injuries 
may be grouped in 7 categories: direct, indirect, 
compressive, decelerative, blast, concussive, and 
combined forces. Evaluation of the autopsy find- 
ings in the 546 patients and of the findings in addi- 
tional clinical patients showed that myocardial rup- 
ture was most often the cause of death, whereas 
myocardial contusion and pericardial lesions were 
the most common injuries observed clinically. 
While ventricular rupture almost invariably was 
immediately fatal, 13 patients survived after atrial 
rupture for periods ranging from 30 minutes to 3 
days. Since atrial rupture is amenable to surgical 
treatment, prompt diagnosis is essential. Five of 8 
patients with rupture of the interatrial septum and 
3 of 5 patients with rupture of the interventricular 
septum survived for short ,eriods. These lesions 
may now be considered surgically correctible. 

Of 105 patients with myocardial contusions or 
traumatic pericardial lacerations, 38 survived for 
varving lengths of time after the injury. Although 
such lesions are often well tolerated, the sequelae 
may be serious. Therefore, careful clinical evalua- 
tion of every traumatized person for possible car- 
diac injury is imperative, so that the more serious 
complications may be recognized and _ treated 
promptly. Thrombosis of a major coronary artery 
as a result of nonpenetrating trauma was not ob- 
served in this series and is considered rare. The 
effect of nonpenetrating trauma on a previously 
diseased heart is often serious, and the extent to 
which trauma aggravates a preexistent cardiac dis- 
ease may often be hard to assess. 


Transforaminal Curet Necropsy of Brain: A New 
Approach to Postmortem Tissue Diagnosis with 
Case History and Discussion. R. A. MacHaffie, G. J. 
Haslam, J. R. Walsh and I. D. Jones. Am. J. M. Se. 
236:284-289 (Sept.) 1958 [Philadelphia]. 


A technique for transforaminal curet autopsy on 
brain and meninges is described, which provides 
more adequate tissue specimens than the Vim- 
Silverman needle technique. The body preferably 
should not be embalmed prior to this procedure, 
as embalming prevents anteflexion of the neck to 
obtain the best approach to cerebral areas. This 
procedure does not, however, interfere with sub- 
sequent embalming of the brain or scalp. The posi- 
tion of choice is the lateral decubitus, with head 
anteflexed upon the chest in order to widen the 
aperture of the foramen magnum as much as pos- 
sible. The head is maintained in anteflexion by an 
assistant while the pathologist inserts the guide 
needle of the Craig vertebral body curet through 
the foramen magnum in an anterocephalad direc- 
tion. The curet cannula is slipped over the guide 
needle and advanced into the cisterna. The guide 
needle is removed, and cerebral spinal fluid is 
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aspirated from the cisterna. When a sample has 
been obtained, a clean syringe is attached and the 
needle advanced to the right and inferiorly to enter 
the right lateral ventricle. Specimens of brain tissue 
are obtained from the right side of the midbrain, 
cerebral hemisphere, and pia-arachnoid and dura 
by toothed and hooked cutters, inserted within the 
lumen of the cannula, and by syringe aspiration. 
The cannula is withdrawn to the cisterna and in- 
serted into the left side of the midbrain, lateral 
ventricle, and meninges for cutter biopsy. This 
technique is repeated in other areas of the brain 
until samples of all brain tissue except cerebellum 
and frontal lobes are obtained. The neck cannot 
be flexed sufficiently anteriorly to direct the needle 
into the cerebellum from this position. 

The authors present the history of a 63-year-old 
man, who stated that he had been treated by a 
radiologist for chronic lymphocytic leukemia, and 
in whom a sternal puncture and cervical node 
biopsy revealed a chronic lymphatic leukemia. 
Nodes were palpated through the abdominal wall, 
and enlarged lymph nodes were present in the 
axillary, epitrochlear, femoral, and inguinal areas. 
Neurological examination was normal except for 
moderate nuchal rigidity and a positive Kernig’s 
sign. Cryptococcus neoformans had been demon- 
strated in the leptomeninges with the aid of a 
mouse brain test. After the patient’s death transfo- 
raminal curet autopsy on the brain confirmed the 
diagnosis of cerebral cryptococcosis. This method 
of curet autopsy on the brain appears to be ade- 
quate for the study of generalized brain disease 
and has the advantage of supplying larger frag- 
ments of tissue for study than the ordinary aspira- 
tion biopsy. While the results obtained with curet 
autopsy are not as exhaustive as those of the classi- 
cal autopsy, it may be adequate to solve many 
problems of pathological and etiological nature, 
when the usual autopsy is denied. 


RADIOLOGY 


Trial Application of Cobalt Therapy to Buccal 
Cancers. Stuhl and Tournier. Presse méd. 66:1179- 
1180 (June 28) 1958 (In French) [Paris]. 


Radioactive cobalt (Co*’) was used with encour- 
aging immediate results in treating 20 patients with 
advanced buccal cancers that were beyond the 
scope of ordinary radiotherapy. The basic physical 
characteristics of Co*’ radiation are (1) its high 
energy (average, 1.25 mev) and (2) the fact that it 
is practically monochromatic, without soft com- 
ponents. The whole importance of cobalt therapy 
lies in certain theoretical advantages which flow 
from these characteristics. These are (1) the great 
activity, coupled with small size, of the source, 
which permits irradiation from a distance and a 
good geometric localization of the beam; (2) ab- 
sorption by the superficial layers which is never 
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preponderant, providing relative protection for the 
epidermis but making it impossible to use the skin 
reactions as a guide to treatment; (3) a depth dose 
which, for similar conditions of irradiation, is prac- 
tically twice as great as that of the standard roent- 
gentherapy; and (4) absorption which is practically 
the same for all tissues, whatever their density, so 
that the danger of radionecrosis of the bone is 
greatly reduced. This brief summary of the theoret- 
ical advantages of Co* therapy shows how well 
adapted it is to the treatment of buccal cancers, 
which are often deep, hard to reach by the usual 
cross-fire technique, and masked by bone. 
Techniques similar to those of conventional 
radiotherapy were purposely used in treating the 
patients in this series, so that the results of the 2 
methods could be more easily compared. Two or 
more fields were generally used, and the tumor 
dose was always relatively high (5,000 to 8,000 r 
given at the rate of 150 to 250 r a day). Tolerance 
for the treatment, even with these high doses, was 
excellent. The administration of 6,000 r at the rate 
of 250 r a day was easily supported by the skin, 
which presented nothing more than a dry erythema 
followed by bronzing with mild itching for a fort- 
night. The mucosa, on the other hand, often showed 
mild, easily curable inflammation when the dose 
reached 3,000 r. No significant changes were noted 
in the general condition or, especially, in the blood 
picture during the treatment. The principal com- 
plications were radiation epithelitis or mucitis and, 
later, edema of either the soft tissues or the mucosa. 
The inflammatory changes were noted in 14 of the 
patients but necessitated definitive discontinuance 
of the treatment in only 1. Treatment had to be 
suspended in 3 others for one week, but after this 
interruption it was satisfactorily resumed. Signifi- 
cant radionecrosis of the bone did not develop in 
any of the patients, and a few were able to undergo 
dental extractions and operations involving bone 
resection after the radiation therapy. Radiocobalt 
therapy can also be reinstituted when necessary, 
e. g., in case of lymph-node involvement on the 
other side, or secondary extension to a neighboring 
organ. Several of these patients were still living at 
the time of writing, some with a follow-up of l'2 
years, in spite of the fact that the disease was far 
advanced when the Co” therapy was started. 


ANESTHESIA 


Employment of New Soviet Drugs for Potentiated 
Anesthesia in a Surgical Clinic. V. I. Kazansky and 
N. N. Rasstrigin. Khirurgiya 34:26-33 (No. 6) 1958 


(In Russian) [Moscow]. 


Soviet drugs have been used by the authors since 
1955 for potentiated local anesthesia, intubation 
oxygen-ether anesthesia, hibernation, and _pre- 
medication of patients in employment of hypo- 
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thermia. The following drugs are used: neuroplegics 
—aminasin, diprasin; analgesics—Anadol, prome- 
dol; parasympatholytics—metoxin (atropine). These 
drugs are combined into “lytic mixtures” in which 
the required and the main components are the 
neuroplegic and antihistaminic drugs. When these 
“lytic mixtures” are administered 15 to 20 minutes 
before the anesthestic, the patient becomes drowsy 
or even falls into a light sleep. There is a general 
inhibition of the central nervous system; the in- 
tensity of reactions to external stimulations is de- 
creased; and fear of the operation disappears. This 
condition serves as a favorable background for any 
method of anesthetization. There is a block of the 
neurovegetative system, which helps to increase 
the resistance of the organism to operative trauma. 
Greater depth of anesthesia, with lesser expendi- 
ture of the main anesthetic, is attained when po- 
tentiated anesthesia is employed. Soviet drugs used 
in hypothermia promote its smooth course (absence 
of shivering, etc.). One of the side-effects in the 
administration of “lytic mixtures” is tachycardia 
due to the action of the neuroplegic and antihis- 
taminic drugs. The authors consider it expedient to 
employ “lytic mixtures” for potentiation, since it 
gives a number of positive and valuable results. 


Intraosseous Anesthesia in Operations on Extremi- 
ties. V. P. Okhotsky. Khirurgiva 34:84-90 (No. 6) 
1958 (In Russian) [Moscow]. 


Three hundred fifty surgical and orthopedic op- 
erations on extremities were carried out with the 
patients under intraosseous anesthesia. The essence 
of this method consists in the spread of Novocain 
solution, which has been injected into the spongy 
bone tissue, by osseous veins and surrounding soft 
tissues, with the following anesthetic action of 
Novocain on the nerve endings. The technique of 
this method of anesthetization consists in the fol- 
lowing: A tourniquet is applied proximal to the 
operative field, and Novocain solution, 0.5%, is 
injected through a needle into the distal part of the 
metaphysis of the bone. The depth of anesthesia 
required for the operation is rapidly induced if the 
site of Novocain injection is chosen correctly. Com- 
plete circular anesthesia of the extremity up to the 
tourniquet is produced in 10 to 15 minutes. Toxic 
symptoms occasionally occur in intraosseous anes- 
thesia, owing to rapid penetration of Novocain 
into the general circulation after removal of the 
tourniquet. Therefore, the author considers the in- 
creased individual sensitivity to Novocain a con- 
traindication to intraosseous anesthesia. Before the 
operation a biological test should be carried out 
on all patients by intravenous injection of 10 ml. 
of 0.5% Novocain solution. If the patient is found 
to be sensitive, this method of anesthetization 
should not be employed. 
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Possibility of Infection of Human Subjects by Pigs 
with Coxsackie Virus Pneumonia. J. D. Verlinde, 
J. Versteeg and H. Beeuwkes. Nederl. tijdschr. 
geneesk. 102:1445-1447 (July 26) 1958 (In Dutch) 
[Amsterdam]. 


In July, 1957, a small but explosive epidemic 
occurred in a village of South Limburg province of 
the Netherlands. Eighteen children belonging to 6 
families had fever (with temperatures up to 40.5 C 
[104.9 F]) and sore throat. The fever lasted for 3 
days and subsided on the 4th day. Young pigs 
which had virus pneumonia were suspected of be- 
ing the source of infection, since the children had 
visited a fair at which some of the pigs exhibited 
had had symptoms of this disease; the children be- 
came ill from 2 to 3 weeks after their visit to the 
fair. A Coxsackie virus, group A, type 5, was re- 
peatedly isolated from the lungs of 2 pigs, and the 
serum obtained from the convalescing children 
showed a very high neutralization index to this 
strain. At first the strain was pneumotropic, but 
after 3 passages it was also myotropic for suckling 
mice. Intranasal inoculation of suckling-mouse car- 
cass suspension produced virus pneumonia and 
specific antibody in healthy pigs. 


Three Years’ Experience with Poliomyelitis Vaccine 
—Ontario, 1955-57. W. G. Brown, G. K. Margin, 
B. Hannah and others. Canad. M. A. J. 79:155-162 
(Aug. 1) 1958 [Toronto]. 


The 1955 poliomyelitis study group consisted of 
all the children, between the ages of 5 and 12 years, 
attending elementary schools in Ontario, the unvac- 
cinated children serving as contratests. The total 
group was comprised of 672,249 children; 309,585 
of these received 2 doses of vaccine, 6,924 received 
1 dose (included for statistical purpose in the un- 
vaccinated group), and 355,740 did not receive 
any vaccine. Among the 62 illnesses reported as 
possible poliomyelitis, 7 were classified as paralytic 
poliomyelitis (3 cases among vaccinated subjects), 
4 as nonparalytic poliomyelitis, 8 as nonpolio- 
myelitic illness, and 43 as aseptic meningitis. The 
number of cases of poliomyelitis was too small to 
permit an opinion as to the effect of the vaccine. 
Of the 43 cases of aseptic meningitis, 23 yielded a 
Coxsackie or an enteric cytopathogenic human 
orphan (ECHO) virus on tissue culture. 

The 1956 poliomyelitis study group was com- 
prised of 840,000 vaccinated (2 or more doses of 
poliomyelitis vaccine) and 960,000 contratest or 
unvaccinated subjects. Among the 304 illnesses re- 
ported as poliomyelitis or polio-like illness, 76 were 
classified as paralytic poliomyelitis, 10 as nonpara- 
lytic poliomyelitis, 38 as nonpoliomyelitic illness, 
and 180 as aseptic meningitis. Five cases of para- 
lytic poliomyelitis were reported among the 840,000 
vaccinated children and 71 among the 960,000 un- 
vaccinated, indicating that a significant difference 
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existed in the attack rates of paralytic poliomyelitis 
between vaccinated and unvaccinated children. Of 
the 180 cases classified as aseptic meningitis, 103 
yielded a cytopathogenic virus other than a polio- 
myelitic virus on tissue-culture examination. 

The 1957 poliomyelitis study group included 
1,800,000 vaccinated (2 or more doses of polio- 
myelitis vaccine) and 300,000 unvaccinated or con- 
tratest subjects. Among the 167 illnesses reported 
as poliomyelitis or polio-like illness, 38 were classi- 
fied as paralytic poliomyelitis, 94 as aseptic men- 
ingitis, and 35 as nonpoliomyelitic illness. Seven- 
teen of the 38 cases classified as paralytic polio- 
myelitis occurred among the 1,800,000 persons who 
had received 2 or more doses of poliomyelitis vac- 
cine, 21 occurring among the 300,000 unvaccinated 
subjects, indicating, as did the previous year's 
study, a significant difference in the attack rates 
between vaccinated and unvaccinated children. Of 
the 94 cases classified as aseptic meningitis, 70 
yielded a cytopathogenic virus other than a polio- 
myelitis virus on tissue culture. Experiences relat- 
ing to the administration of over 4 million doses 
of poliomyelitis vaccine showed that the use of the 
immunizing agent was safe and remarkably free 
from associated reactions. No case of paralytic 
poliomyelitis was observed which could be ascribed 
to the vaccine. 


The Management of Mass Casualties and the Flint 
Tornado. S. M. Lyttle. J. Michigan M. Soc. 57:1112- 


1115 and 1151 (Aug.) 1958 [St. Paul]. 


On June 8, 1953, a tornado struck through the 
thinly populated area just to the north of Flint, 
Mich., and within 3 minutes it cut a swath 3 blocks 
wide and 4 miles in length; it completely demol- 
ished 200 homes and partially destroyed many 
others, killed 116 persons and injured 900 others, 
and caused an estimated property damage of $19,- 
000,000. During the next 3 hours more than 500 
tornado victims, along with relatives, friends, and 
volunteer workers, converged upon Hurley Hos- 
pital. This hospital, in which the surgical treatment 
of trauma has been well organized on a separate 
section for many years, has long been the trauma 
center for Flint. The presence of a well-organized 
house staff, including interns and residents, was of 
great value during the tornado emergency. It was 
the house staff who first saw the injured as they 
arrived at the hospital and initiated sorting and 
categorizing them according to type and severity 
of injuries. Although the hospital was already filled 
to overflowing with its regular patient load, 300 
patients were admitted. Gradually, after admission, 
each floor became a self-contained sorting unit, 
and those patients who needed immediate defini- 
tive care emerged from the system. 

The major injuries which were present in the 
300 patients admitted were as follows: 49 cranio- 
cerebral injuries, with 11 associate skull fractures 
and 8 depressed skull fractures; 4 abdominal in- 
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juries, including 1 penetrating wound of the ab- 
domen, 1 laceration of the mesentery and left 
kidney, 1 ruptured spleen, and 1 laceration of the 
transverse colon; 24 chest injuries, including trau- 
matic pneumothorax, pulmonary contusions, car- 
diac arrest, traumatic rupture of the diaphragm, 
laceration of the lung, laceration of the pericardium, 
and hydropneumothorax; and 153 fractures of all 
types and in all locations. The relative number of 
open and closed fractures is not known. Closed and 
open reductions were done as indicated. Complex 
multiple injuries were the principal causes of death 
which occurred in 6 patients (2%). Most of the 
wound complications were those of infection. 
Wound infections were first noted at about 48 
hours, and until 96 hours, all wounds were exam- 
ined every 5 or 6 hours, and smears and cultures 
were obtained. There were 35 cases of gas gan- 
grene in the total of 57 wound infections. Of the 35 
patients with gas gangrene, major amputations were 
done in 5 who showed evidence of systemic in- 
volvement and rapid dissolution. During — the 
repeated inspection of wounds for gas_ bacillus 
infections and assemblyline method was_ used. 
Dressings were removed at one station, wounds 
were inspected and cleansed at a second station, 
and new dressings were applied at a third station. 
This greatly facilitated the handling of the wounds. 

Sorting is the key to effective management of 
large numbers of casualties. It is the immediate 
grouping of patients according to type and serious- 
ness of injury and their likelihood of survival and 
the establishment of priority for treatment to assure 
medical care of the greatest benefit to the largest 
number. The objectives of sorting are accomplished 
by designating patients within the following cate- 
gories for treatment: (1) minimal; (2) immediate; 
(3) delayed; and (4) expectant. Minimal treatment 
should be confined to patients who can be treated 
safely and sent on about their business. Immediate 
treatment should be carried out for patients for 
whom expedient procedures will save life or limb. 
Delayed treatment is for patients who, after having 
received emergency care, incur little risk by delay 
in further treatment. Expectant treatment should 
be reserved for patients so critically injured that 
only complicated and prolonged treatment offers 
any hope for improving life expectancy. Another 
important principle is that, except for lifesaving 
procedures, nothing should be done that decreases 
the patient's ability to care for himself. 


Antibiotic Resistant Staphylococci: Familial Infec- 
tions Caused by Exposure of Babies in Hospital 
Nurseries. V. Hurst and M. Grossman. California 
Med. 89:107-110 (Aug.) 1958 [San Francisco]. 


The families of 2 infants, who have been sub- 
jected to an intensive follow-up study, are cited to 
illustrate the fact, that infants born during an out- 
break of infection from a nursery Staphylococcus 
organism, which has been variously identified as 
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80/81, 52/42B/80/81, or 42B/44A/47C/52/80/81, 
frequently transmit the organism to members of 
their families. The first newborn infant left the 
hospital with impetigo, harboring the infectious 
strain on various unaffected portions of the skin 
and mucous membrane. In the second postpartum 
week the mother developed a breast abscess which 
vielded the same infectious strain. Within the first 
8 months of the infant's life all the members of its 
family had a staphylococcic infection, but only the 
7-year-old sibling received medical attention for a 
furuncle with lymphangitis from which the infec- 
tious strain was recovered. Cultures obtained from 
the nose and the throat of all the family members 
at 13 months were negative save for the 9-year-old 
child who had never had an infection. Cultures 
obtained from the skin and the nose of a 14-year- 
old cousin, seen 2 months later with impetigo of 
the lower extremities, grew the infectious staphy- 
lococci. 

The second infant left the nursery as an asymp- 
tomatic carrier. Within the next 3 months various 
family members had intermittent boils, but only 
the infant received medical attention for the lesions. 
Culture materials from the nose and the throat, 
obtained from the entire family during the 4th 
month, revealed that the mother, the infant, and 2 
siblings were carrying the infectious strain. The 
entire family was treated to no avail with tetracy- 
cline, 4 of the 5 previous carriers continuing to 
harbor the infectious strain in their throats. On 
last examination at 13 months the infectious strain 
was recovered from the nose, the throat, and a 
boil of the mother as well as from the nose and the 
throat of the 2 siblings. Although cultures from the 
nose and the throat of the infant have been nega- 
tive, the strain seems securely rooted in this family 
and likely to persist. Antibiotic-resistant staphy- 
lococci are far more widely distributed in the com- 
munity than is generally recognized. Their preva- 
lence will continue to increase as long as newborn 
infants bring them home from the nursery and seed 
the population. 


Unusual Salmonella Infections. A. Balows. J. Ken- 
tucky M. A. 56:770-773 (Aug.) 1958 [Louisville]. 


An indication of the protean nature of infections 
with Salmonella organisms is the fact that at pres- 
ent well over 400 species or serotypes are recog- 
nized, every one of which is pathogenic for man, 
animals, or both. Such an infection may present 
itself in the guise of various clinical and pseudo- 
surgical syndromes. This fact and the lack of ade- 
quate laboratory facilities, coupled with a wide 
range of clinical manifestations, are largely respon- 
sible for the apparent failure to consider the Sal- 
monella organism as the etiological agent in many 
undiagnosed infections. 

The author reports 5 cases of unusual Salmonella 
infections. Upon removing the sutures from the 
incision of a 76-year-old woman who had been 
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subjected to gastrectomy for reticulum-cell sar- 
coma, a small amount of exudate was noted at one 
end of the incision. Salmonella typhosa was isolated 
from a culture of this exudate. After a 10-day lapse 
the patient was readmitted with a severe diarrhea, 
and stool culture also grew out Sal. typhosa. The 
patient died after the 10th hospital day. A 36-year- 
old white restaurant operator was admitted with a 
tender swelling of the 8th rib on the right lateral 
side. Irrigation and drainage yielded a thin watery 
fluid; a growth of Sal. oranienburg was obtained 
from the culture. A 45-year-old man, with a history 
of a severe typhoid or thyphoid-like infection as a 
child, underwent sequestrectomy for persistent 
drainage after an operation on the left radius for 
osteomyelitis, which at one time had been diag- 
nosed as tuberculosis. Curettage specimens were 
later identified on culture as Sal. schottmiilleri (Sal. 
paratyphi B). The lesion healed and drainage 
stopped after extensive chloramphenicol therapy. A 
78-year-old diabetic woman was admitted to hos- 
pital upon complaint of chills and fever and vague 
abdominal discomfort. Hospital findings were nega- 
tive save for those of uncontrolled diabetes. A 
blood culture was taken, and a growth identified as 
Sal. choleraesuis was obtained. Upon readmission, 
the white blood cell count was elevated, and the 
patient was dyspneic. A roentgenogram of the 
chest now revealed a large amount of atelectasis of 
the right lung with encapsulated fluid. Serosan- 
guineous fluid (150 cc.) removed from the right 
side of the chest yielded a growth of Sal. cholerae- 
suis on culture. The patient died on the 12th hos- 
pital day, death being attributed to pneumonia 
with pleural effusion secondary to gastroenteritis 
caused by Sal. choleraesuis. A 63-year-old man, 
who as a young man had had a severe case of 
typhoid, was admitted to the urology service com- 
plaining of oliguria of one-year duration; he had 
now sought medical attention only after complete 
urinary retention, accompanied by severe pain, had 
ensued. An emergency meatomy was performed 
and was followed by a suprapubic cystostomy. 
Portions of necrotic prostatic tissue removed at 
prostatectomy shortly thereafter and some fluid 
obtained from bladder washings both yielded a 
growth identified on culture as Sal. typhosa. It was 
ascertained by verbal report that 1 and possibly 2 
cases of typhoid were directly attributable to this 
patient. The occurrence of typhoid bacilli in pros- 
tatic tissue in the carrier is extremely rare, no cases 
having been found in the literature available. 

In the opinion of the author Salmonella organ- 
isms must be considered in any type of bacterial 
infection, whether it be a simple abscess, meningitis, 
endocarditis, pelvic inflammatory disease, pneu- 
monia, or urinary tract infection. Reserving a diag- 
nosis of Salmonella infection for those patients who 
show a characteristic gastroenteritis or typhoidal 
or septic syndrome will continually fall short of 
revealing the true extent and diversity of salmonel- 
losis. 


J.A.M.A., Nov. 29, 1958 


BOOK REVIEWS 


Advances in Pediatrics. Volume X. Editor: S. Z. Levine. 
Associate editors: John A. Anderson and others. Cloth, $9. 
Pp. 362, with illustrations. Year Book Publishers, Inc., 200 
E. Illinois St., Chicago 11; Interscience Publishers, Ltd., 88- 
90 Chancery Lane, London, W. C. 2, England, 1958. 

As part of a continuing series of comprehensive 
pediatric topics, this volume continues the excel- 
lent high standards, readability, and presentation 
of practical information. The subjects covered in- 
clude psychological principles in pediatric prac- 
tice, the pediatrician and the sick child, treatment 
of tuberculosis in childhood, convulsive disorders 
in infants and children, prevention of poliomyelitis 
by vaccination, staphylococcic infections in nurs- 
eries, muscular disorders of childhood, and_ the 
transfer of antibodies from mother to offspring. 
The detailed discussion on the pediatrician and 
the sick child should be of special value, and the 
general considerations on the practical application 
of the “art” of medicine should be useful to every 
practicing physician. This section should be of 
even greater value to the graduating medical stu- 
dent and house staff member. The total patient 
reactions to acute and chronic illness, along with 
management (including parent management), have 
never before been described in such a_ precise 
and all-encompassing manner. 

The section describing the treatment of tuber- 
culosis in childhood gives every practitioner suf- 
ficient general principles to treat, and, more 
important, to prevent, all forms of childhood tu- 
berculosis. In the chapter on the prevention of 
poliomyelitis by vaccination, sufficient background 
material is presented to allow adequate interpre- 
tation of future advances in poliovirus vaccines, 
especially the orally administered type. The chap- 
ter on staphylococcic infections in nurseries is 
timely. The discussion on epidemiology and pre- 
vention of this extremely publicized entity merits 
the attention of every physician. The material is 
presented in such a manner as to allow those who 
are unfamiliar with the subject to evolve an initial 
understanding and to follow the details. The book 
is basically a reference volume, each section having 
an abundant bibliography. 


Atlas der gastroenterologischen endoskopie. Von Prof. Dr. 
Reinhold Boller. Cloth. 288 marks. Pp. 381, with 313 illus- 
trations. Urban & Schwarzenberg, Frankgasse 4, Vienna IX; 
Innsbruck, Austria, 1958. 

This is one of the outstanding contributions to 
contemporary medical literature. The author began 
the work in 1942 by making sketches of some gas- 
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troscopic images. He then engaged an eminent 
painter, one Lepier, whom he had instructed in 
endoscopy, and for many years the artist and sci- 
entist worked together to evolve this magnificent 
volume. The painter observed the color and form 
of the various lesions, and the author advised him 
what aspects would be of greatest value to the 
reader. The entire work was a heroic undertaking. 
The author points out that color is much to be 
preferred to the usual monochrome of photography. 
The photographic lens may distort certain facets of 
the image, whereas color renditions, if properly 
presented, are the ideal means for studying and 
presenting to the observer what the author wishes 
to impart. The book depicts normal and abnormal 
areas not only by gastroscopy but also by laparos- 
copy, rectoscopy, and sigmoidoscopy. Under gas- 
troscopy various abnormalities of the esophagus 
are shown. Over 30 illustrations are devoted to 
gastritis alone. This is followed by a comprehensive 
and thorough study of gastric ulcer foilowed by 
consideration of gastric polyps and malignancies. 
Under laparoscopy, the various images of the nor- 
mal peritoneum and the various lesions observed 
intra-abdominally are brought to view. The same 
holds true for rectoscopy. 

This work must be seen to be appreciated. It 
should be a priceless addition to any progressive 
surgeon's library. After each section are some blank 
pages on which the reader may record his own 
observations. The index is comprehensive. The pub- 
lishers have apparently spared neither time nor 
money, and the author spared no effort to create 
this magnificent work. It can be highly recom- 
mended from every point of view. The text is writ- 
ten in German, and a great service to the medicai 
and surgical profession would be rendered if the 
book were translated into English and other lan- 


guages. 


Die neuroallergischen Beziehungen in der Histopathologie 
der Multiplen Sklerose. Von Tibor Lehoczky. Cloth. $7. Pp. 
176, with 209 illustrations. Verlag der Ungarischen Akademie 
der Wissenschaften, Alkotmany Utca 21, Budapest V, Hun- 
gary; Akademie-Verlag, Berlin, Germany, 1957. 

This monograph reports on the histological ex- 
amination of specimens from 20 patients with 
multiple sclerosis. In 16 of the patients the disease 
had a slowly progressive course and in 4 there 
were remissions and exacerbations. The latter sub- 
sequently developed a chronic trend. The author 
considers the optic system as the site of predilec- 
tion for the lesions as indicated by the high inci- 
dence of involvement: the optic chiasm in 55%; 
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optic tract or optic nerve in up to 45%; the lateral 
geniculate body in up to 25%; the white matter 
around the posterior horn in up to 85%; that around 
the inferior horn in up to 55%; and the thalamus 
in up to 33%. He reviews in detail the histological 
features of thrombus formation, perivascular infil- 
tration, the perivascular and perifocal variety of 
tissue edema and the “spongy degeneration” of 
areas remote from the lesions, perivascular par- 
enchymatous rarefaction, and granuloma formation, 
and he discusses the significance of hemorrhage 
and the relative preservation of the nerve cells. 
He emphasizes that the morbid process in multiple 
sclerosis extends over the entire central nervous 
system and that in 60 to 80% there was histological 
evidence of recent activity. The latter was mani- 
fested clinically by the episodes of exacerbations 
of neurological symptoms. 

According to Lehoczky the histopathological 
process of multiple sclerosis is characterized by 
(1) hyaline degeneration and fibrous “delimitation 
of the vascular wall”; (2) edema and swelling of 
the endothelial cells; (3) precapillary and capillary 
prestasis and stasis; (4) precapillary and capillary 
thrombosis; (5) perivascular infiltration (85% “poly- 
blasts” and the rest lymphocytes); (6) hemorrhage; 
(7) perivascular, perifocal, and diffuse edema; (8) 
partial and total necrosis; (9) perivascular paren- 
chymal rarefaction (microplaque); and (10) granu- 
loma formation, and microglia and _ histiocytic 
reaction. He agrees with such previous investigators 
as Pette, Ferraro and co-workers, Wolf, Kabat and 
co-workers, Roizin and Kolb, Jerris, Alvord, Lums- 
den, Lhermitte, and Allegronza and Rovescalli 
that these features link the disease to experimental 
and human neuroallergy (Goddard). He believes 
that an allergic mechanism plays a deciding role 
in the cause and pathogenesis of multiple sclerosis. 
This monograph should be of value to all students 
of neurology and especially to those interested in 
the lesions and pathogenesis of the demyelinating 
diseases. 


Lifetime Health Record. By David D. Rutstein, M.D., Pro- 
fessor of Preventive Medicine, Harvard Medical School, Bos- 
ton. Cloth. $2.25. Pp. 127. Harvard University Press, 79 
Garden St., Cambridge 38, Mass., 1958. 


Valuable educational aspects are combined in 
this small volume with useful guides on the record- 
ing of important medical facts that all too often 
are forgotten or distorted with the passage of time. 
Perhaps the most significant feature is the ease with 
which the booklet can be used. In a_ two-page 
introduction, Rutstein provides a thorough ex- 
planation of how the records can be prepared and 
the reasons for their importance. Space is pro- 
vided for birth information, as well as for record- 
ing data on immunizations. Growth records to age 
25 can be kept, and there is an extended portion in 
which adult weight records can be maintained. 
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Other items covered include hospital admissions, 
operations, accidents, and blood transfusions, both 
given and received. The record can be kept in even 
greater detail, if desired, with space for blood ex- 
aminations results, urine tests, electrocardiograms, 
other special laboratory studies, and general re- 
sults of routine health examinations. Of definite 
importance in many situations is information about 
major illnesses, reactions to drugs, and corrective 
devices that may be used. There is a special section 
for the female health record, with spaces for in- 
formation regarding menses and pregnancies. An- 
other special section permits listing of information 
about insurance policies, often not available when 
needed. On the last page, the author lists eight 
warning signals that can be readily understood by 
the average person. The warnings regarding early 
signs of cancer are incorporated into these. Al- 
though some physicians might be reluctant to en- 
courage patient listing of items such as blood 
pressure, urine analysis, and blood cell counts, 
there are many aspects of this volume that recom- 
mend it highly. Unfortunately, its productive use 
still is subject to the inescapable fact that the av- 
erage human being does not keep any sort of record 
adequately and consistently. 


Negroes and Medicine. By Dietrich C. Reitzes. Cloth. $7. 
Pp. 400. Published for Commonwealth Fund by Harvard 
University Press, Cambridge 38, Mass.; Oxford University 
Press, Amen House, Warwick Sq., London, E, C. 4, England, 
1958. 

The study contained in this volume was con- 
ducted by the sociology department of the Univer- 
sity of Chicago in the period Oct. 1, 1955, through 
March 31, 1957. It provides an interesting and in- 
formative presentation of opportunities for Ne- 
groes in medicine, and the general status of med- 
ical care for and by Negroes, through a compara- 
tive analysis of 14 communities across the United 
States. The first section of the report analyzes both 
Negro applicants to medical schools and Negro 
medical students. All data dealing with this analysis 
were obtained from such sources as the Association 
of American Medical Colleges, the registrars of 
Howard University School of Medicine and 
Meharry Medical College, and a questionnaire 
survey of other approved medical schools in the 
United States. Statistical information reveals that 
in 1950 the Negro population of the United States 
accounted for 10% of the total population, but only 
2.2% of all physicians were Negro. Between 1938- 
1939 and 1955-1956 the number of Negro medical 
students increased 117% (from 350 to 761) while 
all medical students increased 34.4% (from 21,302 
to 28,639). Furthermore, the proportion of Negro 
students attending medical schools other than 
Howard and Meharry gradually increased during 
this same period from 12.9% to 31.0%. This portion 
of the report deals with the problems encountered 
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by Negro students during premedical years, the 
M. C. A. T. scores made by them, the various 
regional patterns and scores of Negroes in predomi- 
nately white schools, the relationship between type 
of college and type of medical school, and other 
pertinent information. 

The second and larger portion of the report deals 
with a study of medical care by and for Negroes, 
based on an analytic study of 14 communities 
representative of different areas of the nation 
(Philadelphia, New York, Boston, Chicago, Gary, 
Detroit, Indianapolis, Los Angeles, Washington, 
D. C., St. Louis, Kansas City, Mo.; Atlanta, Ga., 
New Orleans, and Nashville, Tenn.). These com- 
munities varied from “no integration” to relatively 
“high integration.” In each community analysis the 
study included interviews with sociologists, local 
human relations organizations, and selected per- 
sons. The description of the findings in these various 
communities is enlightening for it presents the 
problems encountered by Negro physicians and 
Negro patients in these various environmental set- 
tings. Each community was found to be unique, 
but the study did reveal certain key factors which 
functioned in varying patterns. These include the 
existence and importance of predominately Negro 
hospitals, the presence of influential people or 
groups actively interested in integration, oppor- 
tunities for professional contact between Negro 
and white physicians, type of strategy used by 
Negro physicians in obtaining hospital appoint- 
ments, qualifications of the Negro physician, and 
their own professional relationships, as well as the 
race relations pattern characterizing each com- 
munity. The volume is a valuable contribution to 
the field of race relations, medical education, and 
medical care. 


The Cerebral-Palsied Child: A Guide for Parents. By Win- 
throp M. Phelps, M.D., Thomas W. Hopkins, Ph.D., and 
Robert Cousins. Foreword by Frances R. Horwich, Ph.D. 
Introduction by Dean W. Roberts, M.D., Director, National 
Society for Crippled Children and Adults, Inc., Chicago. 
Cloth. $3.95. Pp. 237. Simon & Schuster, Inc., 630 Fifth Ave., 
Rockefeller Center, New York 20, 1958. 

No one can deny that the parents of handicapped 
children need and can benefit from professional 
guidance. Most books which purport to be guides 
for these perplexed parents fall short of their goal 
by being either too technical or too simple. This 
book, however, comes closer than previous ones to 
the ideal in serving as a guide to parents. The 
authors include an orthopedic surgeon who has 
pioneered in the study of the cerebral palsied 
child, the principal of a special school for handi- 
capped children, and a professional writer who is 
the parent of a handicapped child. The book is 
clearly written and well organized. The first five 
chapters deal with the etiology, clinical syndromes, 
and treatment of the condition and the next five 


with the social and emotional problems, general 
hygiene, and parental aspects. Other chapters deal 
with recreation, education, and vocational rehabili- 
tation. There are two appendixes, one giving a list 
of the United Cerebral Palsy Association affiliates, 
and another a somewhat incomplete regional direc- 
tory of day and boarding schools for cerebral- 
palsied children. Although the book contains many 
controversial statements, it does supply a great deal 
of information of use not only to parents but also to 
therapists, teachers, and even physicians. In fact, 
the great amount of medical information encom- 
passed in the book might easily be confusing to all 
but the most well-informed parents. The value to 
parents would have been enhanced if illustrations 
had been provided. In its present form, the book is 
probably more useful as a guide to those who will 
guide the parents than to the parents themselves. 


Systemic Ophthalmology. Edited by Arnold Sorsby. Sec- 
ond edition. Cloth. $25. Pp. 682; 19, with 277 illustrations. 
C. V. Mosby Company, 3207 Washington Blvd., St. Louis 3; 
Butterworth & Co, (Publishers), Ltd., 88 Kingsway, London, 
W. C. 2, England, 1958. 


This highly regarded textbook has been thor- 
oughly revised and brought up to date. Its dis- 
tinguished contributors discuss every ophthalmo- 
logical lesion related to general disease. Of interest 
to American physicians, and as an indication of the 
international character of the text, 10 of the 34 
authors are from the United States. The material 
has been arranged in six parts, dealing with (1) 
prenatal influences, (2) inflammations, allergic re- 
actions, and infections, (3) nutritional, metabolic, 
and endocrine disturbances, (4) central nervous 
system, (5) cardiovascular and hematopoietic sys- 
tems, and (6) other general disturbances. Copiously 
illustrated, with the inclusion of 24 color plates, 
well written, and ably edited, this book stands 
preeminent in its field. It should be a valuable 
reference book for the clinical ophthalmologist. To 
the general physician with an interest in ocular 
manifestations of systemic diseases it should like- 
wise prove of immense practical value. It is un- 
fortunate that its bulk makes perusal by the medical 
student unlikely, for it should be particularly help- 
ful to him also. 


Medical Electrical Equipment: Principles, Installation, 
Operation and Maintenance of Electrical Equipment used in 
Hospitals and Clinics. Advisory Editor: Robert E. Molloy, 
M.B., F.F.A., R.C.S. Contributors: P. S. Allgood and others. 
Cloth. $15. Pp. 312, with 238 illustrations. Philosophical Li- 
brary, Inc., 15 E. 40th St., New York 16, 1958. 


This text contains brief descriptions of the basic 
principles, operations, and maintenance of medical 
electric equipment which may be customarily 
found in general hospitals. Diagnostic or thera- 
peutic indications for the use of this equipment or 
the techniques of application to the patient are not 
given. The equipment considered includes room 
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illumination systems, airconditioning and refrigera- 
tion, x-ray apparatus, radioisotope diagnostic 
equipment, various heat and ultraviolet energy 
sources, and respiration equipment. The text deals 
with hospitals and equipment found in the United 
Kingdom, and its material is not directly applicable 
to the United States. The text may be of some help 
and interest to the hospital engineer, but it is 
doubtful that physicians generally will be interested 
in it. 

Illustrated Preoperative and Postoperative Care. By Philip 
Thorek, M.D., F.A.C.S., F.1.C.S., Professor of Surgery, Cook 
County Graduate School of Medicine, Chicago. Cloth. $5. 
Pp. 98, with 60 illustrations, drawings by Carl T. Linden. 
J. B. Lippincott Company, East Washington Sq., Philadelphia 
5; 4865 Western Ave., Montreal 6, Canada; Pitman Medical 
Publishing Company, Ltd., 45 New Oxford St., London, 
W. C. 1, England, 1958. 


The author, who is well known for his knowledge 
of surgery and his writing, has put together in 
simple readable form a wealth of material without 
wasted words. Amply illustrated and _ attractively 
printed, this book should appeal to practitioner, 
intern, resident, nurse, and student. It simplifies 
some aspects of surgical care that seem to have 
become at times unnecessarily complicated. While 
it will not replace textbooks, it should provide 
quick reference and should be regarded as a com- 
panion to more comprehensive textbooks. 


Clinical Enzymology. Edited by Gustav J. Martin, Sc.D., 
Research Director, National Drug Company, Philadelphia. 
Cloth. $6. Pp. 241, with illustrations. Little, Brown & Com- 
pany, 34 Beacon St., Boston 6; J. & A. Churchill, Ltd., 104 
Gloucester Place, Portman Sq., London, W. 1, England, 1958. 


This volume contains a discussion on enzymes 
used in clinical medicine—largely on those admin- 
istered parentally, but also a limited discussion on 
those used diagnostically. Its seven chapters are 
written by six authors. The subjects covered in- 
clude protein biology, the chemistry and biochem- 
istry of enzymes used clinically and their parental 
use in medicine, enzymes used in diagnosis, and 
polymerases. Much of the chapter on protein 
biology deals with enzymes. Their mode of action 
and the effect of concentration on their action as 
well as the antigenicity of enzyme preparation 
and the cell permeability to enzymes are discussed. 
The three chapters on the chemical, biochemical, 
and medicinal aspects of clinically used enzymes 
deal chiefly with trypsin, chymotrypsin, ribonu- 
clease, hyaluronidase, cholinesterase, streptokinase, 
and desoxyribonuclease. The enzymes used for 
diagnostic purposes include the phosphatases, amy- 
lase, trypsin, lysozyme, hyaluronidase and _anti- 
hyaluronidase, uropepsin, cholinesterase, and tran- 
saminase. This volume is somewhat uneven in that 


BOOK REVIEWS 


1831 


the chapters contributed by the editor have a more 
philosophical bent than those written by the other 
contributors, who tend to adhere to more factual 
material. This is probably because the subject mat- 
ter of the latter group is more clearly defined. The 
book should be of interest to physicians, biological 
scientists, and students because it includes thera- 
peutics. It collects and systematizes a great deal 
of scattered material on the parental use of 
enzymes, and, although much of the material is 
brief and sketchy, it contains numerous references 
to the original literature. A general index is also 
included. 


Basic Cardiology. By T. E. Gumpert, M.B., Ch.B 
F.R.C.P. Cloth. $6. Pp. 168, with 72 illustrations. Williams & 
Wilkins Company, Mount Royal and Guilford Aves., Balti- 
more 2; John Wright & Sons, Ltd., 42-44, Triangle West. 
Bristol 8, England, 1958. 


This unpretentious monograph appears to repre- 
sent the accumulated experience of the author. The 
approach is that of the general physician with an 
abiding interest in cardiology. The book is not de- 
signed to replace a standard textbook on car- 
diology, but covers this field from the clinical 
viewpoint with a minimum of detail. The style is 
conversational, and the text is amusing in places. 
The material is up to date and is sound, clinically, 
for its level. There is room for disagreement with 
some of the electrocardiographic interpretations, 
and certain hemodynamic explanations, such as 
that of patent ductus arteriosus. There is no bibli- 
ography. The illustrations are good, although more 
care might have been taken in the preparation of 
some of them. This book should be of value as a 
review for the physician whose primary interest is 
not cardiology. 


How to Write Scientific and Technical Papers. By Sam F 
Trelease. [Volume is outgrowth of two earlier books: “Prepa- 
ration of Scientific and Technical Papers” and “The Scientific 
Paper, How to Prepare It, How to Write It.”] Cloth. $3.25. 
Pp. 185, with 6 illustrations. Williams & Wilkins Company, 
Mount Royal and Guilford Aves., Baltimore 2, 1958. 


This is another handy-size volume on the prepa- 
ration of papers, which contains little that is new 
but is offered in an interesting style. While most of 
the information available in books intended to 
guide authors in the scientific field could be sum- 
marized in a few pages, there is a need for amplify- 
ing presentations so that it becomes lively rather 
than dry. Furthermore, examples tend to impress 
the reader with the need for certain rules. This 
book, like others, serves its purpose, and it offers 
some additional information on the preparation of 
lantern slides, graphs, photographs, and other illus- 
trations which may well make it especially appeal- 
ing to a number of prospective users. 
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ALLERGIC CONJUNCTIVITIS 

To THE Eprror:—A treatment used for allergic con- 
junctivitis has been 4 cc. of 1:1,000 epinephrine, 
with rose water added to make 1 oz. However, 
there have been several complaints of a nervous, 
jittery feeling, very likely from the epinephrine. 
What percentage of the epinephrine is absorbed 
systemically from the eye? 

M.D., North Carolina. 


Answer.—Allergic conjunctivitis is more often due 
to drugs than any other cause. Vasoconstrictors, 
such as epinephrine, naphazoline hydrochloride, 
ephedrine, and phenylephrine are mildly, if ever, 
allergenic or even irritative. Consequently, a solu- 
tion containing one of the vasoconstrictors may be 
effective in providing relief of acute symptoms of 
pollen allergies more completely than any other 
local medicaments. In highly sensitive individuals 
who exhibit a violent reaction to intradermal or 
scratch tests, epinephrine (1:1,000) or any other 
vasoconstrictor should be instilled immediately. In 
the delayed type of allergic reactions in which the 
sensitization is a property of the cells themselves, 
the reactions are not affected by epinephrine. In 
mild cases of hay fever conjunctivitis, the use of 
combinations of vasoconstrictors, anesthetics, and 
cleansing agents are sufficient. Theodore and 
Schlossman (Ocular Allergy, Baltimore, Williams 
& Wilkins Co., 1958, p. 40) state that a mixture 
containing one drug from each of the following 
group is useful: (1) epinephrine (1:5,000), naph- 
azoline (1:5,000), or phenylephrine (1:500); (2) 
cocaine, 0.33%; and (3) sodium propionate, 5%, or 
zine sulfate, 0.25%. For relief of symptoms in vernal 
conjunctivitis, the subconjunctival injection of epi- 
nephrine (1:1,000) is recommended. In nonspecific 
therapy for allergic edema of the eyelids with con- 
junctivitis, the intravenous administration of anti- 
histaminic drugs with ephedrine is especially valu- 
able. Epinephrine is, of course, the drug of choice 
when anaphylactic reactions or edema of the glottis 
occur. Even in chronic cases it often affords relief in 
patients unresponsive to other medicaments. The 
injection of epinephrine (1:1,000) in amounts of 
1 ce. is not uncommon in treatment of allergic re- 
actions, migraine, and shock. In amounts of 1 to 5 
ce., it has been administered by mouth to stop gas- 
tric hemorrhage. In the course of surgical opera- 
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tions, the injection of up to 10 cc. has frequently 
been used to aid in the control of bleeding. Epi- 
nephrine is not an allergenic agent, and its absorp- 
tion does not cause sensitization or nervous or 
psychic reactions. Comparatively large amounts of 
it may be administered by injection, by instillation, 
or by mouth without danger of initiating unfavor- 
able results. The weak solution of epinephrine 
alluded to in the question could not be regarded as 
a cause of “a nervous, jittery feeling” after instilla- 
tion into the eyes at any frequency. It is not pos- 
sible to estimate the absorption of the epinephrine 
through the conjunctiva, as some of the solution 
would be washed out by tears and squeezed out by 
blinking of the eyelids. Considering the amounts of 
epinephrine commonly used therapeutically in pa- 
tients with allergy, it is not at all conceivable that 
absorption of epinephrine from the lotion, as indi- 
rated, is responsible for the symptoms described. 


HEARING SCREENING TEST 

To THE Eprror:—In a school health program, the 
nurses do a hearing screening test on all first, 
fifth, and ninth grade students. In this screening 
examination, a sweep-type, pure tone audiometer 
is used. A level of 20 db. has been used in 
frequencies of 125 through 8,000 cps. There has 
been some question regarding the number of fre- 
quencies, as well as the rotation of frequencies in 
the testing. For instance, should the examination 
be begun in the right ear at 125 cps, with move- 
ment up through 8,000 cps, and then changed to 
the left ear starting at 8,000, with movement 
down to 125 cps? Please give information on the 
method of hearing screening tests in school chil- 
dren. Albert E. Woeltjen, M.D., Dixon, Ill. 


ANnswER.—The most desirable periodicity for 
school hearing screening examinations has not been 
definitely determined. The decision can best be 
made at the local level through consultation among 
school personnel, otologists, audiologists, and repre- 
sentatives of community health agencies. Routine 
annual testing in the lower grades with less fre- 
quent checks in the upper grades has been advo- 
cated. Regardless of the interval between routine 
tests, an individual check is warranted whenever a 
child shows signs of hearing impairment. A compe- 
tent teacher, nurse, or even volunteer can learn to 
administer a screening test for hearing reasonably 
well. However, it is not generally advisable that the 
time of such personnel be used for hearing screen- 
ing tests because of other responsibilities more 
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specific to their training. Whenever possible, an 
audiometric technician who is especially prepared 
to perform hearing screening tests in children 
should be available. 

For individual screening, two tests are most com- 
monly recommended; each employs the pure tone 
audiometer. In the sweep check test the intensity 
dial is usually set at 15 db. Ordinarily, the right ear 
is tested first. The left ear is then tested in the same 
way. The “screener” sweeps through the various 
frequencies rather quickly from 250 to 4,000 cps 
inclusive. The child is asked to indicate by nodding 
or with a hand signal whether he hears. The usual 
technique involves starting in the middle range and 
working up and down. Twenty-five to 30 children 
can be tested in an hour by the sweep check 
method. Children who fail to hear sounds at the 
15-db. level at two or more frequencies in the same 
ear should be retested. For retesting, the threshold 
acuity test is generally recommended. The right ear 
is tested first, with an accluder covering the other 
ear. This procedure is much more accurate than 
the sweep check test but takes from 5 to 15 minutes 
for each child. Usually, the 1,000 cps frequency is 
selected as the starting point, with the intensity 
high enough for the child to hear. The sound is 
gradually lowered until it can no longer be heard 
and is then increased until it again becomes audi- 
ble. This process is then repeated until a uniform 
response is obtained. Other frequencies are subse- 
quently tested in the same way, covering a range 
from at least 250 to 8,000 cps. A retest is made of 
children who fail in either ear to hear the sounds at 
15 db. at two or more of the above frequencies. 
Failure in the second test is reason for referral for 
otologic examination. Certain special group tests 
with use of the pure tone audiometer are available, 
such as the Massachusetts Hearing Test (Johnston, 
J. Acoustical Soc. America 20:697, 1948) and the 
Johnston Group Pure Tone Test (Johnston, J. 
Speech & Hearing Disorders 17:8, 1952). With 
these tests, screening can be done in more children 
in less time, but their accuracy as compared to the 
individual pure tone check is open to question. 


NONSPECIFIC EPIDIDYMITIS 

To THE Eprror:—What is the currently recognized 
therapy for acute nonspecific epididymitis? Is 
bloody seminal fluid a usual accompaniment? 
What measures should be taken to determine 
etiology? M.D., New Jersey. 


ANswerR.—Acute nonspecific epididymitis in the 
usual case is often caused by one or the other of 
the gram-negative bacilli frequently found in the 
urinary tract. Occasionally, this will be due to a 
staphylococcus or streptococcus. In those cases of 
acute epididymitis in conjunction with a subacute 
or acute infection of the lower urinary tract, chemo- 
therapy or antibiotic therapy, depending on the 
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organism found, is definitely indicated. However, in 
those patients who develop an acute epididymitis 
related to overdistention of the bladder or lifting of 
a heavy object when the bladder is full, experience 
has shown that chemotherapy or the use of the 
wonder drugs is of little or no value. Certainly at 
the present time, the immediate treatment should 
consist of definite support to the scrotum, and this 
is best done by the use of an athletic supporter. The 
usual sac-like supporter is of very little value. In 
most instances in the acute stage, the application 
of an ice bag to the inflamed part will be comfort- 
ing. In the absence of general systemic reaction, 
such as fever, chills, malaise, and nausea, there is 
little to gain by keeping the patient in bed. These 
patients should be cautioned not to strain or push 
at the time of voiding and not to let the bladder get 
too distended. Fluids, of course, should be forced. 
At times, the pain in relation to the inflamed area is 
quite severe and the administration of codeine and 
aspirin by mouth or one ampul of 10% calcium 
gluconate given intramuscularly will be of benefit. 
In regard to the question of bloody seminal fluid, 
this is most likely due to the rupture of a small 
vein in relation to the verumontanum, and it is not 
believed to be due to an important lesion in the 
urinary tract. Usually, reassurance is enough to 
satisfy the patient, but, in the particularly appre- 
hensive individual, cystoscopy and careful evalua- 
tion of the urethra may be indicated. 


CHANGE OF RH FACTOR 


To THE Eprror:—Can the Rh factor change in a per- 
son without previous blood transfusion or pre- 
vious pregnancy? Also, since an individual's blood 
group is dependent on the presence or absence of 
A and B blood group substances which are pres- 
ent at birth, can these groups change? 


E. Burns Gray, M.D., Widen, W. Va. 


Answer.—The Rh factor of a person cannot 
change without a previous blood transfusion or 
pregnancy. It cannot change even with a previous 
pregnancy, but under certain circumstances it may 
appear to have changed after a previous blood 
transfusion. A transfusion of Rh-positive blood given 
to an Rh-negative recipient who does not have Rh 
antibodies will produce in him a mixture of Rh-posi- 
tive and Rh-negative blood, because Rh-positive red 
blood cells will be tolerated by him until he devel- 
ops Rh antibodies. During that time, a test of his 
blood could result in an erroneous interpretation 
that he is Rh-positive. Actually, the true nature of 
the blood can be readily recognized by an experi- 
enced examiner who will not overlook the large 
number of unagglutinated red cells. This potentially 
misleading situation is transient and remains only 
as long as it takes for the host to become sensitized 
to the heterologous blood cells. The same poten- 
tially misleading condition may result when Rh- 
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negative blood is administered to an Rh-positive 
recipient. This is the case in exchange transfusions 
in fetal erythroblastosis. There, the Rh-positive in- 
fant may become transiently Rh-negative for a few 
weeks. Here too, the true blood group status will 
become manifest as soon as the infant begins pro- 
ducing Rh-positive erythrocytes. As soon as the pro- 
duction of his own red blood cells asserts itself, the 
infant has a mixture of his own Rh-positive red 
blood cells and of the transfused Rh-negative 
erythrocytes. Eventually, the transfused Rh-nega- 
tive blood is eliminated and the true Rh-positive 
status reestablished. Exchange transfusions of Rh- 
negative blood given to Rh-positive adults have a 
similar effect and course. A and B blood groups 
cannot change with or without a previous blood 
transfusion or pregnancy. However, there is a spe- 
cial situation in the case of blood factor A which 
requires mentioning. There are several subgroups 
of A which differ in their ability to be clumped by 
corresponding agglutinating serum. This could pos- 
sibly lead to errors and to seeming changes in the 
blood factor A, but only in the hand of the inexperi- 
enced worker. In a case reported recently (Van 
Loghem and others, Vox Sanguinis 2:16, 1957), a 
man suffering from chronic granulocytic leukemia 
was typed as group A in 1953, but a year later the 
A reacted less distinctly. However, the experienced 
examiner using well-established methods of identi- 
fication could recognize the irregularity even with- 
out knowing about the previous result. He would 
have established the true blood group without much 
difficulty. In other words, even in this isolated in- 
stance there was no true change of the blood group. 
It is important to recognize that this and similar 
reports do not detract from the reliability of blood 
group determinations in medicolegal practice. 


FIRST USE OF BLOOD TRANSFUSION 


To THE Eprtor:—Please give historic information on 
the discoverers of blood transfusion and the use 
of blood plasma both in the United States and 
abroad. 


L. Le Bron Alexander, M.D., Rossville, Ga. 


Answer.—The first authei:tic experimental blood 
transfusion was done by Richard Lower of Corn- 
wall in 1666. By the use of quills and later silver 
tubes, he transfused blood from the carotid artery 
of one dog to the jugular vein of a second dog. The 
earliest successful human blood transfusion was ac- 
complished by Jean Baptiste Denis, physician to 
King Louis XIV, in 1667. He injected 9 oz. of blood 
taken from the carotid artery of a lamb into the vein 
of a young man who was exsanguinated from numer- 
ous venesections. Scientific blood transfusion, how- 
ever, began with James Blundell at St. Thomas 
Hospital in London in 1818; he had observed a 
woman die of uterine hemorrhage. He recorded his 
findings in his “Physiological Observations and 
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Experiments” in 1824. In the United States, George 
Crile succeeded in 1907 in transfusion of blood from 
one person to another by the use of a cannula, one 
end of which was tied to the artery and the other 
end to the vein. In 1871 Bowditch and in 1872 
Luciani used plasma and serum experimentally. In 
1918 G. R. Wood, a captain in the British Army, 
recommended the use of citrated plasma in the 
treatment of emergencies in clearing stations and 
pointed out its advantages over whole blood. Max 
Strumia of Philadelphia put citrated blood plasma 
into routine use at the Bryn Mawr Hospital in 1927. 
J. Elliott of Salisbury, N. C., popularized plasma 
administration in 1936. Strumia employed dried 
plasma in 1938, and the British workers Edwards, 
Kay, and Davie used it in 1940. 
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CHRONIC LYMPHEDEMA OF THE ARM 

To tHe Eprtror:—Please give suggestions as to the 
management of chronic lymphedema of the left 
arm. A patient had a radical breast amputation 
15 years ago. Since then, the arm has been swol- 
len and has shown nonpitting induration, which is 
symptomless, except for the arm being heavy. 
However, over the past years she has had fre- 
quent episodes of high fever, chills, redness, 
swelling, and more induration of the arm. This is 
brought on usually by overusage of the arm, asso- 
ciated with extreme fatigue. Usually one or two 
injections of penicillin seems to hasten resolution, 
which requires about 48 to 72 hours. 

E. L. Petry, M.D., Kansas City, Mo. 


ANswer.—Chronic lymphedema of the arm after 
radical mastectomy is managed by vertical suspen- 
sion of the arm with use of an overhanging sling. 
The sling supports the arm loosely at the wrist. Such 
a patient should be hospitalized and placed at bed 
rest for 10 days. Usually, within 10 days, the 
edema disappears. The arm is then measured for 
an elastic sleeve from the wrist to the axilla. The 
patient may remove the sleeve only on retiring but 
must place the arm on two pillows when at bed 
rest. The patient is instructed to utilize her sitting 
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time for vertical arm elevation. This is achieved by 
constructing a sling fastened to a wall or to a floor 
lamp near the patient's chair. The sling should 
provide a nearly vertical position for the arm. In 
this manner, time spent in viewing television or in 
reading is simultaneously utilized for an effective 
therapy. If, in spite of these measures, the edema 
gradually recurs, the hospital regimen may have to 
be repeated once or twice a year. The results of the 
therapy depend on the etiology of the edema. The 
usual causes are a compromise of venous and 
lymphatic drainage at operation, postoperative 
wound infection, postoperative x-ray therapy, or 
carcinomatous involvement of the axilla. It is stated 
that the lymphedema occurred after the radical 
mastectomy 15 years ago. The extent of the time 
alone would rule out metastatic invasion. Since post- 
operative x-ray therapy is not mentioned, one may 
postulate that the genesis of this particular edema 
is due either to a venous compromise at surgery or 
to postoperative wound infection with subsequent 
fibrosis. A release of venous occlusion may occa- 
sionally be secured by a Z-plasty in the fibrotic 
area. This is hazardous, because the axillary vein is 
imbedded in the fibrous tissue and an injury to 
this vein could be disastrous. 


MENIERE’S DISEASE 

To THE Eprror:—In 1957, a 66-year-old man suf- 
fered an acute, incomplete loss of hearing in his 
left ear, with tinnitus and a feeling of fulness. 
It was diagnosed as a hydrops cochleae and dis- 
appeared within a few days. It reappeared a 
few months later for only two days. After 
the attacks, his hearing was in no way impaired. 
In January, 1958, a mild case of influenza 
with pharyngitis and blockage of the Eustachian 
tubes turned into another attack of hydrops. 
In the beginning, there was again lowered 
acuity of hearing and tinnitus but also a ter- 
rific pressure in the left side of the head which 
came to a crisis with an attack of vertigo, without 
nausea or vomiting. No dizziness had occurred 
before. The pressure disappeared, but the in- 
complete loss of hearing and the tinnitus per- 
sisted. Only once, a few months later, has an- 
other severe attack of vertigo occurred. No 
therapy has helped. Nicotinic acid in a dosage 
large enough to flush the face caused only a 
subconjunctival hemorrhage. Antihistamines give 
rise to bladder trouble by causing slight ischuria. 
Please give suggestions for treatment. 


M.D., New York 


Answer.—The history is entirely consistent with 
Meniére’s disease or, as it is now commonly called, 
endolymphatic hydrops. The pathology is known to 
be an increase in the amount of endolymphatic 
fluid within the labyrinth, but the reason for the 
increase is unknown. The low salt diet of Fursten- 
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berg, combined with potassium chloride or ammo- 
nium chloride, is helpful in some cases. Nicotinic 
acid has been helpful in a few cases. Occasionally, 
a diuretic helps to control the symptoms. One of 
the most successful medical treatments has been 
the use of extremely dilute histamine according 
to the method of Hansel. Recently, good results 
have been reported by the correction of an endo- 
crine disturbance, most often of thyroid metabolism. 
Unfortunately, there remains a considerable num- 
ber of cases in which medical treatment fails to 
control the symptoms. For these, destruction of the 
labyrinth may be necessary should there be con- 
tinued attacks of incapacitating vertigo. The medi- 
cal treatment of this condition is described by 
Derlacki (Laryngoscope 64:271, 1954). 


HYPERTHYROIDISM 

To THe Eprror:—A patient, aged 70, has an elevated 
protein-bound iodine level and basal metabolism 
rate, with typical symptoms of hyperthyroidism 
(e. g., increased perspiration, loss of weight, and 
mild diarrhea). In addition, she has auricular 
fibrillation and a nodule about the size of a small 
marble. What would be the best treatment for 
her? Would surgical or medical treatment be 
advisable? 

Milton Sheiman, M.D., Bridgeport, Conn. 


AnsweR.—This case presents several problems. It 
would be of some importance to know whether the 
hyperthyroidism results from toxic diffuse goiter 
(Grave's disease) or from hyperfunction of the 
nodule. In view of the small size of the nodule, the 
latter condition is unlikely but not entirely ex- 
cluded. Radioiodine (1'‘*') studies, particularly 
with the gammagraph, should answer that question. 
Unsuspected malignant disease is present in about 
5% of patients with nodular enlargements of the 
thyroid, and a “hot,” or functioning, nodule is con- 
siderably less likely to be the seat of malignancy 
than a “cold” one. Except for the presence of the 
nodule, and assuming adequate collection of I'*' 
by the thyroid gland, I ‘*' would offer the most 
conservative treatment of hyperthyroidism in a per- 
son 70 years of age, and, in the absence of any 
clinical suggestion of cancer, treatment by this 
means would be justified in a patient at that age in 
spite of the presence of the small nodule. In this 
event, however, subsequent growth of the nodule 
would be adequate reason for prompt surgical in- 
tervention. If the patient is not debilitated and is 
in good general health, partial thyroidectomy, after 
proper preparation, should carry only minimal risk 
and would also be a justifiable method of treatment. 
The choice of either of the proposed forms of treat- 
ment is sufficiently equivocal in the instance cited 
so that neither could be urged too strongly in pref- 
erence to the other. 
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ACTION OF ACTH IN ASTHMA 

To THE Eprror:—In the treatment of status asthmat- 
icus, what is the pharmacological and physiolog- 
ical effect of ACTH? Is its effect accomplished by 
its action on the adrenal gland? \f_.D., Illinois. 


Answer.—The effect of ACTH in the doses nec- 
essary for the treatment of status asthmaticus is 
more accurately termed pharmacological rather 
than physiological. ACTH stimulates the activity 
of the adrenals to an excessive production of corti- 
costeroid hormones related to hydrocortisone. The 
effect of these hormones on tissue is generally called 
“anti-inflammatory.” In asthma, as in all allergy char- 
acterized by a wheal type (immediate) of skin re- 
action, the effect of the high concentration of these 
hormones is to decrease the edema of the tissue, re- 
storing it to a nearly “normal” (nonallergic) state, 
with the resultant relief in symptoms. According to 
Rappaport and his co-workers (A. M. A. Arch. 
Path. 60:1, 1955; J. Allergy 24:35, 1953), the reduc- 
tion of the edema is due to the effect of the hor- 
mones on the interstitial cement, usually termed 
ground substance, and on the perivascular sheaths. 
The ground substance is in a semifluid state during 
the allergic reaction. The perivascular sheaths are 
thinned, increasing the tendency to loss of fluid 
from the vessels. These factors favor edema of the 
allergic tissue. The increase in adrenal secretions 
after ACTH administration results in a change to a 
less fluid state of the ground substance and in a 
restoration in the normal thickness of the perivascu- 
lar sheaths. These may be the important changes 
which result in lessened edema in this type of al- 
lergy, with resulting relief in symptoms. 


VITAMIN B,. FOR PERNICIOUS ANEMIA 

To THE Eprror:—About two years ago, a woman, 
aged 70, noticed a feeling of pins and needles 
and numbness in her hands and feet; in June, 
1957, she showed a typical blood picture of perni- 
cious anemia. Cyanocobalamin, 100 mceg., was 
given daily for a time and then about every two 
weeks. Her blood and nervous conditions have 
much improved. What dosage of vitamin B,, 
should be necessary from now on? Has the in- 
sufflation method of administrating vitamin B,, 
proved satisfactory? Should any additional treat- 


ment be given? M.D., Alberta, Canada. 


ANnswer.—Experimentally, it has been determined 
that 30 meg. of vitamin By, given once monthly, is 
adequate maintenance therapy in pernicious anemia 
after it has been brought under control. Normal 
serum vitamin By,» levels will result from this dosage 
schedule. In the opinion of most workers in this 
field, the insufflation method of administration is 
not a wise route in the average patient, even though, 
obviously, absorption takes place by this route. The 
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method will be satisfactory for some, but most 
workers feel that it should not be used if neuro- 
logical findings are present and, certainly, the 
method has not been widely adopted. Parenteral 
route of administration for vitamin B,. seems the 
most logical at the present time and preferable to 
administration either by insufflation or by the oral 
route. Some neurological improvement can occur 
up to two years after administration of therapy, so 
that it has been standard practice to administer 30 
meg. as often as once weekly until maximum im- 
provement has occurred, after which time 30 mcg 
every three to four weeks would be adequate 
treatment. 


PRENATAL FETAL ELECTROCARDIOGRAM 
To tHe Eprror:—Is there any way to record the 
electrocardiogram of the unborn human fetus in 
utero during the sixth or seventh month of preg- 
nancy? 
Albert Abraham, M.D., Morristown, N. J. 


Answer.—E. M. Southern (Am. J. Obst. & Gynec. 
73:233, 1957) mentions that Easby in 1934 reported 
an electrocardiogram obtained from a 4'2-month- 
old fetus. Marcel and Exchaquet (Arch. mal. coeur 
34:39, 1941) took leads directly from the exposed 
heart of a 6-mm. human embryo and showed con- 
cordant QRS and T deflections. Raiha ( Acta pediat. 
18:440, 1936) examined the electrocardiograms of 
45 premature fetuses weighing from 1,000 to 2,500 
Gm. (2 to 5' Ib.) and indicated that electrocar- 
diographic complexes were recordable directly dur- 
ing embryonic life and followed a characteristic 
pattern. Southern studied the fetal electrocardio- 
grams in 96 cases. The apparatus he used comprised 
a vector system with two amplifier channels, a lead 
selector system with facilities for both connections, 
and an oscilloscope for visual display of the leads 
selected. The technique is fully described in the 
article. 


ENURESIS 
To tHE Eprror:—Please give information concern- 
ing the water treatment of enuresis. 
Burton A. Finne, M.D., Chicago. 


Answer.—It is not clear what is meant by “water 
treatment of enuresis.” It is presumed that the 
questioner refers to the practice of restricting fluid 
intake, particularly in the evening, for the child 
who is suffering from nocturnal enuresis. This ap- 
proach, and also that of feeding salty foods which 
would retain the fluids, has been found ineffectual. 
Nocturnal enuresis in a child above the age of 
3 years, provided organic factors (which are rare ) 
have been ruled out, is considered a psychosomatic 
reaction due to inadequate and faulty training 
or anxiety. The modern approach is not to restrict 
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fluids in any form at any time but to reassure the 
child, particularly prior to bedtime. In persistent 
cases, a detailed study of the family and a psychi- 
atric investigation of the child is indicated to un- 
cover the causes of anxiety which may not be too 
apparent. The parent must be careful not to take 
a punitive attitude towards the enuresis but to 
commend the child for the nights that he does not 
wet the bed. In some cases, calmly waking the 
child and taking him to the bathroom helps. 


LIFE SPAN AFTER SPLENECTOMY 
To THe Eprror:—Would there be any alteration in 
life span or any physiological alterations that are 
permanent after a splenectomy from a traumatic 
injury in a child 14 years of age? 
Thomas J. O’Brien, M.D., Buffalo. 


Answer.—As a rule, no characteristic change in 
the life span or general physiology may be expected 
after removal of a normal spleen because of trauma. 
Under ordinary circumstances, the hemolymph 
glands in the abdomen take on the character and 
most of the functions of the spleen. If the spleen is 
removed because of disease, the underlying condi- 
tion may affect the outcome. Certain blood changes 
appear after splenectomy, some compensatory and 
others associated with the absence of the spleen 
cells. According to some, there is an increased sus- 
ceptibility to infection after splenectomy. No in- 
crease in the formation of malignant tumors has 


been reported. Some individuals have noted ease of 
exhaustion and other nonspecific symptions. On 
theoretical grounds, one would expect a disturb- 
ance in the portal tension and also a lack of imme- 
diate red blood cell compensation at high altitudes 
or during nonpressurized airplane flights. 


ALOPECIA UNIVERSALIS 

To tHe Eprror:—A woman, aged 33, started losing 
the hair on her head in spots, as in alopecia 
areata, and over a period of five months lost all 
her hair, including eyebrow and_ pubic hair. 
Along with this, her fingernails became brittle. 
Previous treatment has included vitamin B,, and 
thyroid. Please suggest tests which might show 
the source of this condition. Is there any treat- 
ment? What is the prognosis? 

B. R. Farner, M.D., Norfolk, Neb. 


Answer.—The patient described has the manifes- 
tations of alopecia universalis. The diagnosis can be 
made only by examination. There are no tests which 
are specific for the condition. Other than for occa- 
sional nail changes, there are no other systemic 
manifestations which regularly accompany this con- 
dition. Treatments usually consist of the use of a 
mild stimulant applied to the affected areas. Some 
physicians use thyroid when it is not contraindi- 
cated by other conditions. With widespread alope- 
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cia, the prognosis of hair regrowth is not as good as 
for a localized patch. Some patients will show com- 
plete regrowth. 


PROGRESSIVE MYOPIA 

To THE Eprror:—A 9-year-old boy has a family his- 
tory of three generations of low grade (-1.00 
sphere) myopia. He has multiple allergies, slight 
exophthalmos, and myopia. This has progressed 
from -0.50 sphere in February, 1957, to -1.00 
sphere in March, 1958, and to -1.50 sphere in 
August, 1958. With -0.25 cylinder, his vision is 
20/20. Could a thyroid disorder or the allergies be 
a causative factor for 100% increase of myopic 
spheres in 18 months? 

C. A. Campbell, M.D., Philadelphia. 


Answer.—The gradual increase in myopia is 
neither unusual nor a cause for alarm. There is no 
connection between it and an allergic state or thy- 
roid malfunction. The child should be tested once a 
year and his glasses changed as needed, but he 
should not be made an “eye invalid” by too much 
and too frequent examinations. Of course, it is 
understood that he has been instructed in using 
correct light coming from his left side, in keeping 
his close work at the proper distance, and in all the 
other well-established rules for the preservation of 
sight. 


FOAMING OF THE URINE 
To tHE Eprror:—What substances other than bile 
salts and bile pigments will lower the surface 
tension of the urine and produce foaming? 
Jack M. Troy, M.D., Hammond, Ind. 


Answer.—For the most part, foaming in urine is 
caused by the presence of lyophilic sols, whether 
they increase or decrease surface tension. If they 
produce an appreciable change, they greatly fa- 
cilitate the formation of foam. Thus, the chief cause 
of foaming in urine is the presence of proteins, 
mucoproteins, and mucin. It should be remembered 
that the urinary antiseptic agent, phenylazodiam- 
inopyridine, a lyophilic azo dye, produces a yel- 
low foam in urine not unlike that produced by bile 
pigments. 


URTICARIAL RESPONSE TO TRAUMA 

To tHE Eprror:—What is the cause of urticaria that 
occurs immediately after slight trauma? Is there 
any treatment? The patient is not allergic to any- 
thing. E. C. Kunde, M.D., Marengo, Ill. 


ANnswWER.—The ultimate cause of immediate urti- 
carial reactions to slight trauma is not known. The 
precipitating cause is probably that such persons 
have a more labile histamine release mechanism, 
but why they should have a more labile histamine 
release system is not known. The problem has been 
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discussed by Lorincz in the second chapter of the 
book “Allergic Dermatoses Due to Physical Agents” 
(edited by Baer, Philadelphia, J. B. Lippincott 
Company, 1956). The condition is difficult to treat. 
Antihistaminics are often of value in temporarily 
suppressing the lesions, but their use may have to 
be continued more or less indefinitely. 


ACRYLIC LENS OPERATION 
To tHe Eprror:—What is the current opinion in 
America on the operation in which an acrylic lens 
is substituted for the natural one? 
William Eldon, M.D., Mudeford, Hampshire, 
England. 


Answer.—The acrylic lens operation of Ridley 
was never particularly popular in the United States 
and has been virtually discarded even by the early 
proponents. Briefly, the operation was associated 
with formidable complications and, occasionally, 
with loss of the eye. However, the procedure did 
prompt the development of the numerous types of 
anterior chamber lenses now available, and these 
appear likely to be quite popular. 


DRUGS CONTRAINDICATED IN GLAUCOMA 
To tHe Eprror:—What drugs, besides belladonna 
derivatives, are contraindicated in glaucoma or 
increased intraocular tension? Is chloroquine 
phosphate contraindicated? 
Marks S. Shaine, M.D., New York. 


Answer.—The drugs chiefly contraindicated in 
glaucoma are atropine and its various derivatives 
or, in general, the cholinergic blocking agents. 
Chloroquine phosphate is not contraindicated in 
glaucoma. It is an antimalarial, and the blurring of 
vision which it may cause in high doses is part of 
its quinine-like action. 


ALUMINUM HYDROXIDE AND 
DIETARY PHOSPHORUS 
To tHE Eprror:—In reference to the question and 
answer on aluminum hydroxide and dietary phos- 
phorus, which appeared in THe Journat, Aug. 9, 
1958, page 1904, it should be noted that another 
aluminum compound, basic aluminum carbonate, 
is described in “New and Nonofficial Drugs” 
(Council on Drugs of the American Medical As- 
sociation, Philadelphia, J. B. Lippincott Company, 
1958) as one-third more effective than aluminum 
hydroxide gel in phosphorus-binding power. Both 
of these drugs combine with the phosphate ion 
in the intestinal tract to form insoluble aluminum 
phosphate which is excreted as such in the stool, 
thus diminishing the amount of phosphate avail- 
able for intestinal resorption and reducing urinary 
excretion of phosphate. Aluminum hydroxide gel 
was used by Freeman and Freeman (Am. J. Dis. 
Child. 61:981, 1941) to reduce the concentration 
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of inorganic phosphorus in the serum of children 
with chronic renal insufficiency and, with a low 
phosphorus diet, was found by Shorr (]. Urol. 53: 
507, 1945) to be effective in the management of 
urinary phosphatic calculi. In subsequent meta- 
bolic studies (]. A. M. A. 144:1549-1556 [Dec. 30] 
1950), shorr demonstrated the greater phospho- 
rus-binding capacity of basic aluminum carbo- 
nate. G. E. Farrar Jr., M.D. 

Box 8299 

Philadelphia 1. 


SWIMMER’S ITCH 
To tHe Eprror:—In the Questions and Answers 

section in THe JourNaL, Aug. 23, 1958, page 
2154, the question is raised as to whether swim- 
mer’s itch due to cercaria of avian schistosomia- 
sis, as reported from Hawaii, was, or could be, 
contracted “as the result of swimming off the 
coast of Hawaii.” As pathologist at Hilo Me- 
morial Hospital, Hilo, Hawaii, in 1949, I saw sev- 
eral patients with swimmer’s itch due to this 
cause. Without exception, these cases had been 
contracted from swimming in fresh water ponds 
and ditches inland from the ocean. I understand 
that this trouble also exists on Oahu. The con- 
sultant says that recently some type of “swim- 
mer’s itch” has been reported from several coastal 
areas of North America and Hawaii. As far as 
I know, “swimmer’s itch” due to cutaneous cer- 
caria is not contracted by swimming in the ocean. 

John H. Schaefer, M.D. 

1525 S. Broadway 

Los Angeles. 


The above comment was referred to the consult- 
ant who answered the original question, and his 
reply follows.—Eb. 


To tHe Eprror:—The following references are of- 
fered to give light on this question: Chu, “First 
Report of Presence of Dermatitis-Producing Ma- 
rine Larval Schistosome in Hawaii” (Science 
115:151, 1952); and Stunkard and Hinchliffe, 
“Avian Blood Flukes Whose Larvae Cause 
‘Swimmer’s Itch’ of Ocean Beaches” (J. Para- 
sitol. 38:248, 1951). 


DISSOLVING CORNEAL OPACITIES 
To tHE Eprror:—In the question and answer on 
dissolving corneal opacities in THE JouRNAL, Sept. 
6, 1958, page 138, edathamil calcium-disodium 
was recommended. This should be edathamil 
hydrogen-disodium. Literature may be obtained 
from the drug company that markets this prod- 
uct. It was originally used by the chief of oph- 
thalmology at Harvard Medical School. 
Lewis T. Mann, M.D. 
18 E. 84 St. 
New York 28. 


BEINOV ID 


PREMENSTRUAL TENSION © 


DYSMENORRHEA 


MENORRHAGIA 


FOR CONTROL IN AMENORRHEA 


METRORRHAGIA 
INADEQUATE LUTEAL PHASE 


OLIGOMENORRHEA 


Response after 10 me. of 
Enovid daily for fourteen 
days revealed beginning 


8B. M., age 30, ovarian failure. 
Primed with ethynylestradiol, 
0.05 me. twice a day for 


twenty-one days. Control bi- 
opsy after estrogen therapy 
showed proliferative phase. 


secretory effects (fifteenth 
to sixteenth day) with ade- 
quate stromal stimulation, 


(BRAND OF NORETHYNODREL WITH ETHYNYLESTRADIOL 3-METHYL ETHER) 


ORAL SYNTHETIC 


The successful use of Enovid in amenorrhea 
has been reported!’4 by various investigators. 


The endometropic action of Enovid establishes 
a secretory (progestational or luteal) endome- 
trium in the patient with sufficient endogenous 
estrogen. In others, preliminary estrogen “prim- 
ing” will be required. 

lf a daily dosage of one tablet of Enovid is ad- 
ministered for twenty days and then discontin- 
ued, a menstrual period will usually occur about 
three days later. Therapy is resumed at the same 
dosage on day 5 of the newly established cycle 
and continued until day 25, and this schedule is 
repeated for the next two or three cycles. Follow- 
ing this, regular periods and ovulation are likely 
to occur in some women. 


ENDOMETROPIN 


If endogenous estrogen is inadequate, a daily 
“priming” dose of estrogen is given for two weeks; 
this is followed by the administration of one tab- 
let of Enovid for ten days. This dosage schedule is 
then repeated for two or three successive cycles. 


Each tablet of 10 mg. contains 9.85 mg. of nor- 
ethynodrel, a new synthetic steroid, and 0.15 mg. 
of ethynylestradiol 3-methyl ether. 


1. Southam, A. L.: A Symposium on 19-Nor Progestational Steroids: 
Effect of Enovid in Amenorrhea and Menometrorrhagia, Chicago, 
Searle Research Laboratories, 1957, pp. 46-50. 


2. Gold, J. J.: A Symposium on 19-Nor Progestational Steroids: 
Clinical Experience with Enovid, Chicago, Searle Research Labora- 
tories, 1957, pp. 86-90. 

3. Kupperman, H. S., and Epstein, J. A.: A Symposium on 19-Nor 
Progestational Steroids: Gonadotropic-Inhibiting and Uterotropic 
Effects of Enovid, Chicago, Searle Research Laboratories, 195; ° 
pp. 32-44. 

4. Roland, M.: A Symposium on 19-Nor Progestational Steroids: 
Observations on Patients with Anovulatory Cycles and Amenorrhea 
When Enovid Is Administered, Chicago, Searle Research Labora- 
tories, 1957, pp. 51-62. 


G. D. Searle & Co., Chicago 80, Illinois. Research in the Service of Medicine. 
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535 N. Dearborn St., Chicago 10, Ill. 
Phone WH 4-1500 Cable Address ““Medic”’ Chicago 


SUBSCRIPTION RATES 


Price per annum in advance, including postage: 
Domestic, $15. Canadian, $17.00. Foreign, $21.50. 
Price to students, interns and residents: $9.00 in 
U.S. & possessions. 


SINGLE COPIES of this and previous calendar 
year, 45 cents each. 


REMITTANCES should be by 
check, draft, registered letter, money or express 
order, Currency should not be sent unless the 
letter is registered. Stamps in amounts under one 
dollar are acceptable. Make 
able to “AMERICAN MEDICAL 


ASSOCIATION. 


WARNING: Pay no money to an agent 
unless he presents a letter showing authority for 
making collection. 


CHANGE OF ADDRESS: When 
there is to be a change in your address, THe 
JouRNAL or any other A. M. A. periodical to which 
you subscribe should be notified at least six 
weeks before the change is made. The address label 
clipped from your latest copy of the periodical, 


all checks, ete., pay- 


| 


and the old and new address, including your postal | 


included in the new ad- 
also whether 


zone number, should be 
dress. Your instructions should state 


the change of address is temporary or permanent. | 


WHEN COMMUNICATIONS 
concern more than one subject—manuscript, news 
items, reprints, change of address, payment of sub- 
scription, membership, information wanted, ete.— 
correspondents will confer a favor and will secure 
more prompt attention if they will write on a 
separate sheet for each subject. 


CONTRIBUTORS 
EXCLUSIVE PUBLICATION: 


Articles are accepted for publication on condition 
that they are contributed solely to this journal. 


COPYRIGHT: Matter appearing in Tue 
JOURNAL OF THE AMERICAN MEDICAL Associa- 
TION is covered by copyright. Permission will be 
granted on request for the reproduction in repu- 
table publications of anything in the columns of 
Tue JourNAL if proper credit is given. However, 
the reproduction for commercial purposes of 
articles appearing in THe JounNAL or in any of 
the specialty journals published by the Association 
will not be permitted. 


MANUSCRIPTS: Manuscripts should be 
typewritten, double-spaced and the original, not 
the carbon copy, submitted unrolled. Carbon cop- 
ies, or single-spaced manuscripts will not be con- 
sidered. Footnotes and_ bibliographies should 
conform to the style of the Quarterly Cumulative 
Index Medicus published by ihe American Medical 
Association. This requires in the order given: 
name of author, title of articie, name of periodical, 
with volume, page, month—day of month if weekly 
—and year. Because of lack of space, it is necessary 
to limit the number of bibliographic footnotes to 
cighteen. Unused manuscripts are returned by 
regular mail. Used manuscripts are not returned. 


RESPONSIBILITY FOR STATE- 
MENTS: While manuscripts are 
editing so that they conform to the style adopted 
by the American Medical Association for its 
publications, the author assumes the responsibility 
for the statements he makes. Unless so stated, 
opinions expressed in articles in THe JournNAL do 
not represent those of the American Medical 
Association or any other organization. 


ILLUSTRATIONS: Half-tones and zinc 
etchings will be furnished by Tur JourNAL when 
satisfactory photographs or drawings are supplied 
by the author. Each illustration, table, etc., should 
bear the author’s name on the back. Photographs 
should be clear and distinct; 
made in black ink on white paper. Used photo- 
graphs and drawings are returned after the article 
is published. 

PRICE LIST 

A price list describing the various publications 

of the Association will be sent on request. 
AMERICAN MEDICAL ASSOCIATION 
535 N. Deansorn Street, Cricaco 10 
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When 
ordinary 
food 


must be 
supplemented 


Patients 
like 
Meritene 


ULCERS and other restricted diets, as in liver 
diseases and gall bladder conditions. 


POST-OPERATIVE and other nutritionally de- 
pleted patients, such as geriatrics, prolonged 
convalescence, and chronic illnesses. 


TOTAL FEEDING, whether by tube or orally, 
in conditions such as wired jaws and cancer 
of the oral cavity. 


The good-tasting protein- 
vitamin-mineral supplement 


THE DIETENE CoO. 
Highway 100 at W. 23rd St. 
Minneapolis 16, Minnesota 
Please send me free a 1-lb. can Socios 
$1.98 retail size) of Meritene protein- 
vitamin-mineral supplement. 


Name 


Address. 


Zone___ State 
MA 11298 


City 


ELECTROC AR DIOGRAPHIC 


J.A.M.A., Nov. 29, 1958 


CLASSIFIED ADVERTISEMENTS 


Personal classified advertising rates are $7 for ads 
of 30 words or less and 25¢ each additional word 
in reguiar type or $8.75 for 30 words and 20¢ each 
additional word in bold face type. There is also a 
45e charge made on the first insertion of an ad 
when a box number is used and answers sent care 
of AMA. Count 4 additional words for a box. 
Conimercial classified advertising rates are $9 for 
ads of 20 words or less and 30¢ each additional 
word in regular type or $11.25 for 20 words and 
40e each additional word in bold face type. Com- 
mereial rates cover all ads of manufacturers, 
dealers, agencies, ete. Box number charge same 
as personal ads. 


CLASSIFIED ADS ARE PAYABLE IN ADVANCE 
FORMS CLOSE 15 DAYS PRIOR TO 
DATE OF ISSUE 


Journal A.M.A., 535 N. Dearborn St., Chicago 10 


NOTICE 


COPYWRITER, ABSTRACTOR, FREE 
lance; northern New Jersey area; ability to write clear 

ly and concisely and assemble accurately scientific 
material; full knowledge of medical terminology, experi 

enced, ethical pharmaceutical background, BS degree 

Write: Box 7096, % AMA 


MEDICAL 


ON MEDICAL SPECIAL- 
ties wanted; must be connected in teaching capacity 
with aceredited medical school, or must be MD in 
or group practice; write stating special fleld or 
and state timely, vital phases of these specialtics 
prepared to write on; appropriate honorarium; if pub 
lished; treatise will carry author's name. The Institute 
of Research, Medical petorence Division, 540 South 
Piymouth Court, Chicago 5, Illinois 


WRITERS—FREE-LANCE 


SERVICE; ELECTRO- 


cardiogratas interpreted; for full information write to 
The Louisville Diagnostic Service, 422 West Florence 
Avenue, Louisville, Kentucky (14) 


SALARY $500 A MONTH; 


Tuberculosis Sanatorium, 


REGISTERED DIETITIAN 
western Oklahoma, OKlahoma 
Sox 151, Clinton, Oklahoma. 


RESIDENCIES WANTED 


UROLOGY RESIDENCY HAVE COMPLETED 4 


years of hospital training including general surgery anc 
urology; now desire position as urological resident or 
assistant leading to resident; highest recommendations 
Box 7004, So AMA 


OTOLARY NGOLOGY AP. 


OPHTHALMOLOGY On 
citizen and graduate 


proved resideney desired by U. 8 
Box 7026, So AMA 


ASSISTANTS WANTED 


GENERAL PRACTITIONER — TO ASSIST 39 YEAR 
old mid-New Jersey internist; qualifications will de- 
termine of $10,000 to $15,000 Ist 2 
start partnership toward equality. Box 7049 B, AM 


PHYSICIANS WANTED 


WANTED—BOARD CERTIFIED SURGEON TO ASSO- 
ciate with well trained 4') years surgical residency 
general practitioner; age 49; good health large practice; 
located in midwestern city, 35,000 population, drawing 
area 100,000; fine hospitals with additions under con- 
struction, convenient to metropelitan cities; good famy, 
industrial and railroad center: have just built new 
medical building with excellent facilities; one block 
from hospital, large enough to accommodate four men: 
guarantee $1.000 monthly minimum against percentage 
to start; should do $15,000 to $20,000 net the first year 
with eventual interest in facilities to 


some mandatory general practice. Box 7067 C, 
WANTED PHYSIC FOR FULL TIME EMPLOY 
men s ward physicians “a 


chiatric wpits 
12 miles from downtown “a 
ranges from $8,550 to $12,770) plus 
lowance if Board certified ; 
sick leave, insurance and retirement 
must be | S. citizens; und iy 
uates of approved medical sch 
qualified. If interested, communicate with the: » 
Veterans Administration Hospital, Jefferson Barracks 
Missouri 

WANTED -PHYSICIAN QUALIFIED AND EXPERI 
enced in) general medicine tor employment with the 
United States government; the m is ted in 
Ww ashinate on, D. ¢ but applicant must be to 
travel occasionally as well as accept assignment ovel 
seas; must be United States born citizen; graduate of 
Class A t medical school; under 45 years of 
and have completed military obligation; salary $10.1: “i 


per annum; additional allowance if assigned overseas; 


include all pertinent data in initial reply. Box TOS3 C, 
% AMA 

| PATHOLOGIST WANTED ASSISTANT CHIEF, 
oratory; for 900 bed general Veterans Administ 
Hospital affiliated with George Washington Universit 
Hospital Medical School; extensive research facilities 
including cancer, geriatric, general medical and surgi 
cal research, radioisotope and pulmonary function lab- 
oratories; located 70 miles from Washington, D. 
salary up to $16,000 according to qualifications, Write 
to: Manager, Veterans Administration Center, Martins 
burg, West Virginia Cc 


IN ESTAB- 


OPPORTUNITY FOR PEDIATRICIAN 
city. 


lished medical center important Puget Sound 
Write: Box 7092 C, % AM 


(Continucd on page 72) 
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PRONOUNCED TAY-O 


(prand of triacetyloleandomycin with gluCOSAmine) 


Capsules / Oral Suspension 


effective 


control 


COMMON 


positive 
infections 


J. B. Roerig and Company 


| Division, Chas. 


SCIENCE FOR 
Plizer & Co.. inc. THE WORLO'S 
WELL-BEING 


“TRADEMARK 


CLINICAL all Staph 
RESULTS adults children infections 
Cured 172 (80%) 148(89%) 71 (88%) 
Improved 28 (13%) 8 (5%) 7 (9%) 
Failure 17 (7%) 11 (6%) 3 (3%) 


Types of infecting organisms: The majority of 
identified etiologic microorganisms were Staph. 
aureus and Staph. albus. Tao has its greatest 
usefulness against organisms such as: staphy- 
lococci (including strains resistant to other anti- 
biotics), streptococci (beta-hemolytic strains, 
alpha-hemolytic strains and enterococci), pneu- 
mococci, gohococci, Hemophilus infiuenzae. 


Per cent of “‘antibiotic-resistant’’ epidemic 
staphylococci cultures susceptible to Tao, and 
antibiotics A, 8, and C.! 


% of Cultures Susceptible 
to 3.12 mcg./mi. or less 


REACTIONS: 

(a) adults (b) children 
Total—9.2% Total —0.6% 

(20 out of 217) (1 out of 167) 

Skin rash —1.4% Skin rash —none 
(3 out of 217) Gastrointestinal — 
Gastrointestinal — 0.6% (1 out of 167) 
7.8% (17 out of 217) 


There was complete freedom from adverse 
reactions in 94.5% of all patients. Side effects 
in the other 5.5% were usually mild and seldom 
required discontinuance of therapy. 


stability in gastric acid + rapid, high and sustained blood lev- 
els - high urinary concentrations - outstanding palatability in a 
liquid preparation 


Dosage and Administration: Dosage varies according to the 
severity of the infection. For adults, the average dose is 250 mg. 
q.i.d.; to 500 mg. q.i.d. in more severe infections. For children 
8 months to 8 years of age, a daily dose of approximately 30 
mg./Kg. body weight in divided doses has been found effective. 
Since Tao is therapeutically stable in gastric acid, it may be 
administered without regard to meals. 

Supplied: Tao Capsules—250 mg. and 125 mg.; bottles of 60. 
Tao for Oral Suspension—1.5 Gm.; 125 mg. per teaspoonful 
(5 cc.) when reconstituted; unusually palatable cherry flavor; 
2 oz. bottle. 

References: 1. English, A. R., and Fink, F. C.: Antibiotics & Chemother. 
(Aug.) 1958. 2. English, A. R., and McBride, T. J.: Antibiotics & Chemother. 
(Aug.) 1958. 3. Wennersten, J. R.: Antibiotic Med. & Clin. Therapy (Aug.) 
1958. 4. Celmer, W. D., et al.: Antibiotics Annual 1957-1958, New York, 
Medical Encyclopedia, Inc., 1958, p. 476. 
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Rynatan 
keeps 
HEADS CRYSTAL CLEAR 


10-12 hours from just 
one dose with 
minimal side effects 


because Rynatan utilizes 


DURABOND 


TONICS AND SEDATIVES 
My Favorite Story 


In this space will be published anec- 
dotes submitted by physicians concern- 
ing their practice or people in general. 
Contributions for “My Favorite Story” 
are welcome. 


} 
| 
| 


After a visit to dancing school one mother 
advised her small daughter that she 


| shouldn’t just dance silently like a totem 


pole but that talking to her partner was also 
part of the social picture. 

On a later visit the mother saw that 
every time the music started, the same little 
boy tore across the floor, bowed to her 
daughter and swept her away. On the way 
home, her curiosity aroused, the mother 


| asked how it was that the same boy chose 


= | 


The Icng action of Rynatan is due to the | 


DURABOND* (oral repository) Princi- 
ple, a new discovery which controls 
absorption rather than dissolution or 
release. Prolonged effect does not de- 
pend on layers, waxes, pellets, or coat- 
ings of any kind. The principle works 
equally well in tablets or liquid; hence, 
Rynatan is the only long-acting liquid 
decongestant. 


RYNATAN TABULES For adults and older children 


Each tabule contains: 


Phenylephrine 25.0 
Prophenpyridamine tannate................. 37.0 


RYNATAN SUSPENSION (Pediatric Formulation) 


Each 5 cc. contains: 


Phenylephrine tannate................. 5.0 mg 
Prophenyridamine tannate.............. 12.5 mg 


DOSE: Children over six years 1 to 3 teaspoonfuls 
each 12 hours; under six years, according to age. 
Dosage may be increased or decreased as required. 


Write for sampies and literature 
*Durabond Process, Neisler Exclusive, Pat. Pend. 


IRWIN, NEISLER & CO. ° 
DECATUR, ILLINOIS. Heirber 


Available in Canada through 
Lakeside Laboratories (Canada) Ltd., Toronto. 


her for every dance. 
“Oh, him,” the child explained, “I’m tell- 
ing him a continued murder mystery. 


The announcements of the professor's 
new book and his wife’s new baby appeared 
simultaneously. The professor, when he was 
congratulated by a friend on “this proud 
event in your family,” naturally thought of 
that achievement which cost him the greater 
effort and modestly replied, “Well, 1 
couldn’t have done it without the help of 
two graduate students.” 


Did You Know That? 


Many weird notions have persisted over 
the centuries in regard to the ancient cus- 


| tom of courtship. Some sure ways of finding 


| 
| 


| or not finding a mate for life are described | 


below: 


A girl who fails to look to the North when | 

she leaves the house before breakfast will 
remain a spinster. } 


e 


If a rose is plucked on Midsummers Day | 
and put away, it will be as fresh as ever on | 
Christmas Day. If then worn in church, 
the intended partner of the girl will come | 
and pluck it from her breast. 


(Continued on page 72) 
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WHENEVER 


iTS BEAUTIFUL 


EACH TABLET.CONTAINS 
CHLORPROPHENPYRIDAMINE MALEATE PLUS APC. 


SCHERING CORPORATION 
BLOOMFIELD, NEW JERSEY 


©1958, SCHERING CORPORATION. ALL RIGHTS RESERVED. 


CN-J-998 
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PREVENT 


both cause and fear 


ATTACKS 


Miltrate 


NEW DOVETAILED THERAPY COMBINES IN ONE TABLET 


prolonged relief from sustained coronary 
anxiety and tension with vasodilation with 
MILTOWN’ =f PETN 
The original meprobamate, pentaerythritol tetranitrate 
discovered and introduced a leading, 


by Wallace Laboratories long-acting nitrate 


“In diagnosis and treatment [of cardiovascular diseases] ...the physician 
must deal with both the emotional and physical components of the problem 
simultaneously.”! 

The addition of Miltown to PETN, as in Miltrate,“...appears to be more effective 
than [PETN] alone in the control of coronary insufficiency and angina pectoris.””? 


Miltrate is recommended for prevention of angina attacks, not for relief of acute attacks. 


Supplied: Bottles of 50 tablets. 

Each tablet contains: 200 mg. Miltown + 10 mg. pentaerythritol tetranitrate. 
Usual dosage: 1 or 2 tablets q.i.d. before meals and at magret 

Dosage should be individualized. For < 


1. Friedlander, H. S.: The role of atarazics in cardiology. Am. J. Card. 1: 295, March 1958. 
2. Shapiro, S.: Observations on the use of meprobamate in cardiovascular disorders. Angiology 8 :504, Dec. 1957. 


WALLACE LABORATORIES, New Brunswick, N.J., 
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Whipworm 


Pinworm 


MAJOR 


WORM 


Litty 


Roundworm Strongyloides 


Clinical studies! show: e It eliminates pinworm infection in 100 per- 
cent of patients. 


e ‘Delvex’ is effective orally, usually within 

five days, against four of the five most com-_  « It is the first effective and practicable 

mon worm infections: agent for the oral treatment of strongyloi- 
diasis and whipworm infection. 


Pinworm Whipworm 
Roundworm _ Strongyloidiasis e No adjunctive measures are needed with 
“‘Delvex’ therapy. 


e It also inhibits, and sometimes eliminates, 
hookworm infection. Further information and clinical reports may 


It is fully effective in both single and mul- 
tiple infections and in both heavy and light prolly des Hoang to eee Department. 
*'Delvex' (Dithiazanine lodide, Lilly) 

infections. 1. Swartzwelder, J.C., et a/.: J.A.M.A., 165:2063, 1957. 


SPELL Y COMPANY IN DIARAPOLIS CG. INROIANA, U.S.A. 
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FOR RHEUMATISM AND TRAUMATIC DISORDERS 


an 
i 


A SPECIFIC MUSCLE RELAXANT PLUS 
A PREFERRED ANALGESIC 


FOR ARTHRITIS 


Effective and well tolerated on the practical dosage of only 6 tablets daily, 
Pararon and PARAFON With Prepnisotone provide benefits that last for up to six hours. 


Pararon relieves pain, stiffness, and disability caused by rheumatism and traumatic 
disorders; PALAFON WITH PREDNISOLONE compounds this relief with anti-inflammatory 
action in treatment for arthritis. 

supplied: Pararon: Tablets, scored, pink, bottles of 50. Each tablet contains: 

ParaFLex Chlorzoxazonet 125 mg.; and TyLeno.® Acetaminophen 300 mg. 

PARAFON WITH PREDNISOLONE: Tablets, scored, buff colored, bottles of 36. 

Each tablet contains: PaxarLex Chiorzoxazone 125 mg.; 

Tyvenot Acetaminophen 300 mg.; and prednisolone 1.0 mg. 


precautions: The precautions and contraindications that apply to al! steroids should 
be kept in mind when prescribing PARAFON witht PREDNISOLONE. 


McNeil Laboracories, Inc + Philadelphia 82, Pa. 


PRODUCTS 


* 
| 
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ew 
ramamine-D 


brand of dimenhydrinate 
with dextro-amphetamine sulfate 


Controls Vertigo 
and the 
Emotional Aftermath 


Vertigo is not a single entity but a 
duality compounded of a symptom 
plus fear of this symptom. Clinicians 


have observed the traumatic effect 


of spatial disorientation on patients | 


—the reactive depression and fear 
of future attacks which complicate 
treatment of vertigo.* 


A new product by G. D. Searle & 
Co. designed for treating the entire 
vertigo-fear 
syndrome is 
now available. 
It combines 
Dramamine® 
with dextro- 
amphetamine 
sulfate for the 
dual purpose of 
treating the 
patient’s verti- 
go while lifting his spirits, keeping 
him alert, and so helping to dispel 
the depression and fear. 


*Pratt, R. T. C., and McKenzie, W.: 
Anxiety States Following Vestibular Disor- 
ders, Lancet 2:347 (Aug. 16) 1958. 


TONICS AND SEDATIVES (Continued) 


J.A.M.A., Nov. 29, 1958 


(Continued from page 66) 


Should a girl sit on a table while talking 
to her lover, she will never be married. 


If any unmarried woman fasts on Mid- 
summers Eve and at midnight lays a clean 
cloth with bread, cheese, and ale and then | 
sits down as if to eat, the street door be- 
ing open, the man whom she is afterwards 
to marry will come into the room and drink | 
to her with a bow. He will then fill the | 
glass, leave it on the table, make another | 
bow, and leave (probably with all her 
worldly belongings ). 


The Poetry Corner 


A certain young man of great gumption, 
Among cannibals had the presumption 
To go—but, alack! 
He never came back. 
They say that he died of consumption. 
a 
There was a young lady of Kent, 
Who always said just what she meant; 
People said, “She’s a dear— 
So unique—so sincere— 


But they shunned her by common 


consent. 


| Its the Spirit of the Thing 


It’s very rare that in this column we treat 
the sad plight of the inebriate. However, 
every once ina while we let our guard down 
and relate some stories concerning those 
who engage in the battle with Demon Rum 
and lose. 


A drunk was walking along the street 
with one foot on the curb and the other in 
the gutter. An officer stopped the man and 
said, “Why are you walking that way? You 
must be drunk.” 

“Drunk?” exclaimed the little fellow. | 
“Thank God. I thought I was lame.” 


A minister was returning home late one 
night from a sick call when he noticed one 
of his Parishioners staggering down the 
street. “Let me help you to your door,” 
said the minister, guiding the inebriated 
member of his flock gently home. 

When they got to his door, the besotted 
man begged the minister to come in with 
him, but the minister demurred on the 
grounds that it was much too late. 

“Please, Reverend,” the man _ pleaded. 
“Just come in for a moment. I want my 


OUR 62ND YEAR 


WOOD WAR 
BUREAU 
« FORMERLY AZNOES . 


\.Wabash-Chieago, HL. 


louncders the c Avwice to” 
with diAtinction over half a cantwry. 
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ADMINISTRATION: (x) Dir Med Educ; 2 Hsps: 

bd & 250 bd, JCAH; $12,000; city 40,000, East. 
ANESTHESIOLOGY: (z) Assn erp or priv pract; serv 2 
hsps, each 200 bds; fee-for-serv; Fila. 

W. Phy Sure, AAGP. on staff 2 Ige. 

JCAH hsps; ‘3 net; increas’g 45%: Colo. 

Med Dir; Amer devi corp, Asiatic coun- 

; rea’s MD & MPH degrees & exper; $20-25,000 
(m) Hsp & ofc pract; Pacific island; 2 yr contract: 
renewable; about $12,000, increases. 

GENERAL PRACTICE: (f) Assoc to take over ob & gent 
pract, 35-45 deliveries mo; 6 bd cl; grosses over 
$65,000 annually; SE. (g) Assoc w/GP; 10 rms, 2 
RNs; servs 2 excl hsps; sal 18 mos: then prtnr, in- 
— 50: Calif. (h) Assoc w GP, AAGP: busy 
pract; $13,500; increasg, prtnr: nr ige city, 

INDUSTRIAL MEDI c : (k) Staff: major Amer Co.. 

4,000 s we NYC. internist; work 

Ige co, heavy med cl; 

rgely diagnostic wk: about $14,000; 

INSURANCE MEDICINE: ir) Asst Med Die: some trong 
Int Med; career post; one of Amers Irgst & oldest 
Insurance Co's; sal open; West North Central. 

etd MEDICINE: (a) Assn excl smi orp, own 50 

; $15,000; $2,000 minimum increase yriy; MW 
30 man dept: involys tchg residents rsrch 
prog, & especially cl pract; excl orp; facils, 350 bd. 
fully-approved hosp: Calif. (c) Assn Ige cl orp; reqs 
cardiology or GE; $18, 000 if Bd Elig, increasing to 
$25,000; SE. 

OB-GYN: (i) Hd dept; new post; 3 man @rp: share in- 
come & expenses equally: no initial investmt; Calif. 
Gj) Assn smi erp; own 50 bd hosp; $15,000; $2,000 
minimum increase yrly: 

OALR: ‘h) Assoc w. Bd Oph, FACS: $18,000; prtnr, 2 yrs: 
Va Los Angeles. (i) Oto: assn 12 man grp; own 60 bd 

osp; $20,000; Southwest 

ORTHOPEDICS: 
early prtnr; 

it Dipl, 


: mew post: 7 man orp: 
(z) wonew cl 
; increases, $26,000; S 
(a) Hd dept & Dir. el jabs: 
fully hsp; basis 
4 & path labs; ° o of net; shid net excess $25, 000 Ist 
. (©) Oppor dir dept, long esthd cl, staffed. 
Bd men, all w. tehg affils dir depts, 2 JCAH hsps: 
oppor rsrch; shid net to $30, BW. 
: (a) Assn 10 a ‘orp: own cl bidg; to 
; prtnr oppor, net $20-25,000; NW Central 
(b) dept: 7 man orp; own bidg, exct facils, 2 
JCAH hsps, totalg 450 bds; MW. 

PHARMACOLOGY: (m) Estab & supervise cl rsrch; 
travel; impor pharm co; $15,000 plus; E. 
P&N: (x) Psy; Hd dept; join 5 man cl erp or pract inde- 

pendently; $1000 mo—6 mos, then prtnr; W. (y) 
Neuro; clin Dir, supervise entire med staff; Ige State 
institution; to $17,000; MW. 
RADIOLOGY: (v) Hd dept; staff, 4 xray tchrs, 
. fully apprvd hsp, $20-25,.000; NE. 
d Rads; own lab & serv 5 hosps; MW. 
RESEARCH: (b) PhD or MD (prefer latter), w inter & 
exper endocrinology: Hd organize orp endocrin 
rsrch; unit of nati labs: nr irge city: w 
STUDENT HEALTH: (d) Serv hith entr, Ige univ; 
rsrch or own 30 bd hsp & el; $12,000 
mo’s vacation; West North Centra 
SURGERY: (h) Assoc w. Bd Surg, FACS: qual thoracic - 
qonemeey: staff 2 JCAH cP: totalg 425 bds; sal or 
Mw. ae = assist AAG Ct Pract & OB; lab & 
x- say; $15,000, w.% & prtnr tater; SE. 


ap ge SEND FOR AN ANALYSIS FORM SO 
MAY PREPARE AN INDIVIDUAL SURVEY FOR you 


We offer you our best endeavors—our integrity—our 62 
year record of effective placement achievement 


STRICTLY CONFIDENTIAL 


some 


3 stud 
(w) Assn 


plus 
; one 


PHYSICIAN FOR MEDICAL DEPARTMENT OF 
progressive pharmaceutical company; duties, establish 
ing and supervising clinical research projects through 
out county; involves 60-90 days travel a year; previous 
experience of this nature desirable; company located in 
small growing community ti-rural vacation land 
area of central New York state; forward resumes of 
training, experience, salary desired to Personnel Di 
rector, Eaton Laboratories Division, The Norwich 
Pharmacal Company, Norwich, New York 4 

WANTED GENERAL PRACTITIONER UNDER 40 TO 
replace one partner leaving; large unopposed semi-rural 
general practice in east central Hlinois; clinic type 
group practice; full staff privileges in nearby new hos 
pitals; $1,000 per month for first six months; $1,200 
for second six months; partnership in ome year; two 
Weeks vacation; no expenses except automobile; modem 
clinic facilities including two-way radio communica 
tion. Box 7044 C, % AMA. 


POSITION AVAILABLE—VETERANS ADMINISTRA 
tion regional office for medical officer in medical adjudi- 
cation; starting salary $8,810 per year plus periodic in 
creases of $240; 40 hour week, paid vacation, sick leave, 
retirement and insurance plans; t S. citizenship and 
licensure in any state required. Address inquiries to: 
Personnel Officer, Veterans Administration Regional 
Office, 36 South Pennsylvania Street, Indianapolis 9%, 
Indiana. c 


ASSOCIATE PATHOLOGIST—SOUTHERN CALIFOR- 
nia; important, large gogeret hospital; new facilities 
under construction ; staffed predominately by specialists; 
high level compensation and excellent prospects for ad- 
vancement; will consider only candi s of e 
demonstrated ability with tstandi t 


wife to see who I’ve been out with tonight.” 


(Continued on page 76) 


send complete account of background, training and ex: 
perience. Box 7079 C, % AMA. 
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if you were 
in the rheumatoid arthritic’s shoes. 


Doctor... 


wouldn't you want a steroid 


with a proved record 
of safety and success? 


you can count on rapid relief from pain, swelling and stiffness followed 

by functional improvement and maintained on an uncomplicated, 

low-dosage regimen with minimal chance of side effects 

and without unexplained weight loss, anorexia, muscle cramps 
as reported with certain other corticoids* 


*Round-table Discussion by Leading Investigators, San Francisco, Calif., June 20, 1958 : he és 


METICORTEN, 1, 2.5 and 5 mg. white tablets. 


SCHERING CORPORATION +- BLOOMFIELD, NEW JERSEY 
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you know 


relief is in store for 
patients with 
drug reactions 
because you know 
the results achieved with 


Over 1800 published papers on M ETICORTEN 
Reports* show that 85.7% of patients with drug reactions were 
successfully treated with METICORTEN. 


*Schering Clinical IBM Tabulation of 
Published Reports on METICORTEN hy 


SCHERING CORPORATION . BLOOMFIELD, NEW JERSEY C 
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UNIQUE! NEW! 


tablets - suppositories 


chemically different - pharmacologically unique 
Clinically distinctive 


* prompt and predictable action 


Tablets: work overnight without disturbing sleep;'~* 
taken before breakfast, act within six hours 


Suppositories: produce evacuation in 15-60 minutes*-® 


acts directly on colonic mucosa'® 
virtually no contraindications'~'* 
+ very well 


dosage: Tablets: One to 3 (usually 2) at bedtime for bowel 
movement the following morning, or Y2 hour before breakfast 
for a movement within six hours. 

Suppositories: One at time bowel movement is required. 


supplied: DULCOLAX® (brand of bisacodyl). Yellow enteric-coated 
tablets of 5 mg. in boxes of 6 and bottles of 100. Suppositories 
of 10 mg. in boxes of 6. Under license from C. H. Boehringer 
Sohn, Ingelheim. 


LAXATIVE 


acts directly on colonic mucosa 
does not depend on systemic absorption 


references 

(1) Foertsch, A.: Deutsche med. Wchnschr. 78:916, 1953. 
(2) Frankl, R.: Medizinische No, 49:1587 (Dec. 5) 1953. (3) Krue- 
ger, H. H., and Piegsa-Quischotte, |.: Aerztl. Wchnschr. 8:891 
(Sept. 11) 1952. (4) Scheel, M.: Hippokrates 26:624, 1955. 
(5) Stockmeier, F.: Muenchen. med. Wchnschr. 95:1058, 1953. 
(6) Ganz, P., and Zindier, M.: Medizinische No. 29/30:1042, 
1955. (7) Kolshorn, R.: Muenchen. med. Wcehnschr. 96:949, 
1954. (8) Clark, A. N. G.: Brit. M. J. 2:866 (Oct. 12) 1957. 
(9) Aue, H.: Medizinische No. 3:118, 1954. (10) Schmidt, L.: 
Arzneimittel-Fersch. 3:19, 1953. (11) Barth, H.: Deutsches med. 
J. 4:415 (Aug. 15) 1953. (12) Brandt, G., and Brandt, W.: 
Landarzt 30:589, 1954. (13) Vieth, H.: Therap. Gegenw. 94:60, 1955. 


GEIGY 


ARDSLEY, NEW YORK 


(brand of bisacody!) | 
93258 


TONICS AND SEDATIVES (Continued) 


A drunk was trying unsuccessfully to 
unlock the door to his house, when a pass- 
ing policeman asked if he could handle the 
key for him. 

“No thanks,” the man replied. “I can 
handle the key—you hold the house.” 


Quotes of the Week 


An appeaser is a person who feeds a 


crocodile hoping it will eat him last. 
An ash tray is an item used for a ciga- 
rette butt when there is no floor. 
An auction is a place where, if you aren’t 
careful, you'll get something for nodding. 
e 
The average person is the one who thinks 
someone else is the average person. 
The average husband is a man who isn’t 
as good as his wife thought he was before 
she married him, nor as bad as she thinks 
he is afterward. 


The awkward age for girls occurs when 
they are too old to count on their fingers 


z 
5 and too young to count on their legs. 
z 

Anecdotes 


The hard-boiled salesmanager demanded 
“Show me a single order that advertising 
ever put on our books.” 

“All right,” responded the salesman. “I 
will, just as soon as you show me one load 
of hay that was ever put in the barn by 
the sun.” 

A man finally bought a parrot at an auc- 

tion after some very spirited bidding. 


“I suppose the bird talks,” he said to the 


auctioneer. 
“Talks?” was the reply. “He’s been bid- 
ding against you for the past half hour.” 


J.A.M.A., Nov. 29, 1958 


(Continued from page 72) 
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CHIEFS OF RESEARCH. New positions 
for Psychiatrists in State mental hos- 
pitals. To promote and coordinate hos- 
pital research activities; assist staff in 
research planning, design, and meth- 
odology. 


STAFF PSYCHIATRISTS. To do research, 
diagnesis, and treatment. Opportunities 
for advancement to direct hospital 
research and professional education 
activities. No written examinations. In- 
terviews in San Francisco and Los 
Angeles. Good salaries; retirement an- 
and other benefits. Apply 
promptly to Medical Personnel Services, 
State Personnel Board, Box F, 801 Capi- 
tol Avenue, Sacramento 14, California. 


nuities 


POSITIONS AVAILABLE 
tion outpatient clinic; 


VETERANS ADMINISTRA- 


for neuro-psychiatric examiner 


and chief, mental hygiene clinic; salary up to $16,000 
per year; 40 hour week, paid vacation, retirement and 
insurance plans; U. S. citizenship and licensure in any 


State required. Address inquiries to: Personnel Officer, 
Veterans Administration Office, 36 South Pennsylvania 


Street, Indianapolis 9, Indiana 
RADIOLOCGCIST--BOARD OR ELIGIBLE, FOR CHIEF 

of Service in active 450 bed GM&S hospital; salary to 

$16,000 depending on qualifications; citizenship re- 


quired; liberal vacation and retirement benefits; desir- 
able community. Contact: Manager, Veterans Adminis 
tration Center, Shreveport, Louisiana 


(Continued on page 78) 


Smartly Styled Cabinets of lustrous Stainless 
Steel include beautiful working surfaces of dec- 
orative Formica—From $108.00 to $258.00. 

P & S MEDICAL EQUIPMENT 
14525 Arminta, Van Nuys, California, St 00447 


DIOWW WUOM AJHL 


0109 N3HM 
~ $12 NIGIDINOD jv 


PLUS APC 


NEW JERSEY. 


EACH TABLET CONTAINS CHLORPROPHENPYRIDAMINE MALEATE 


© 1988 


SCHERING CORPORATION, 


BLOOMFIELD, 


ALL RIGHTS RESERVED. CN.J-898 


“Will you stop worrying about Mrs. Fothergill’s liver— 
you're supposed to be on a vacation!” 


| 
| 
| 
| | 
| 
J > 
3 
| | 
| 
| | 
i 
| 
a C ptt 
a_ |) 


Clinically confirmed 
in over 2,500 
documented 

case histories*” 


CONFIRMED EFFICACY 


Deprol ® acts promptly to control depression 


without stimulation 
> restores natural sleep 
> reduces depressive rumination and crying 


DOCUMENTED SAFETY 


Deprol is unlike amine-oxidase inhibitors 


& does not adversely affect blood pressure 
or sexual function 


Pm causes no excessive elation 
> produces no liver toxicity 
> does not interfere with other drug therapies 


Deprol is unlike central nervous stimulants 


mann 


® does not cause insomnia 

produces no amphetamine-like jitteriness 
& does not depress appetite 

> has no depression-producing aftereffects 


> can be used freely in hypertension and 
in unstable personalities 


Dosage: Usual start- 
ing dose is 1 tablet 
q.i.d. When necessary, 
this dose may be grad- 
ually increased up to 
8 tablets q.i.d. 


Composition: Each 
tablet contains 400 
mg. meprobamate and 
1 mg. 2-diethylamino- 
ethyl benzilate hydro- 
chloride (benactyzine 
HCl). 


Supplied: Bottles of 
50 scored tablets. 


hol 1 ) 


1. Alexander, L.: Ch h Use of 


py of dep 


prob t bined with benactyzine (2-diethy! 


hydrochloride. J.A.M.A. 166:1019, March 1, 1958. 2. Current personal communications; in the files of Wallace Laboratories. 


Literature and samples on request (yy WALLACE LABORATORIES, New Brunswick, N. J. 


(Continued from page 76) 


WANTED — PEDIATRICIAN; BOARD ELIGIBLE OR 
certified; for 20 man well established specialty group 
and department: medical school affili ation; associated; 
excellent expanding 130 bed hospital ; junior partnership 
after two years; good salary; travel gy 2 Lg ap- 
plicants invited for personal interview. Dr. 
a Holzer, Holzer Hospital and Clinic, Gallipolis, 


PHYSICIANS—INTERNISTS, PATHOLOGISTS, OPH- 
thalmologists; including opportunities for those finish- 
ing 1 year internship; for major oil company with ex- 
tensive operations in the middle east; must be grad- 
uates of accredited medical school; specialists must be 
Board eligible or certified. Write outlining personal his- 
tory to: Box 7042 C, % AMA. 


NEEDED—YOUNG GENERAL PHYSICIAN BY FOUR 
man group in growing rural West Virginia program; 
modern clinic facilities, regularly visiting specialist 
consultant staff, scheduled training and vacation peri- 


ods, foundation sponsorship; no required ; 
starting range $14,000-$16,000, d g on 
tions. Box 7058 C, % AMA. 


WANTED — PHYSICIAN TO TAKE OVER ACTIVE 
general practice in southern Illinois near St. Louis; 
grossing over $30,000 yearly; completely equipped office ; 
three open staff hospitals within twenty minutes; home 
available; very easy terms; present physician leaving to 

specialize. Box 7090 C, % AMA. 


CONSISTENT 
MEANINGFUL 
‘ACCURACY. 


| 


148" 


4d 


4 


The ever-increasing interest in intra- 
arterial pressure emphasizes today’s 
need for a meaningful degree of ac- 
curacy in its measurement. 


The use of a true mercury-gravity in- 
strument assures you of consistent, 
dependable bloodpressure readings. 


ASSOCIATE; MICHIGAN; GROWING 
general practice; fine community of 3,000; short drive 
from modern 80 bed hospital; full hospital privileges 
can be expected; commensurate with training and abil- 
ity; easy driving distance from universities and metro- 
politan areas, Reply to: Box 7089 C, % AMA 


WANTED—GENERALIST; 
cian willing to do some general practice; 


WANTED 


GENERAL PRACTITIONER WANTED—TO JOIN SEV- 
en man group; salary open; increasing the second ye 
then equal partnership; two hours west of Chicag 
building four years old; completely air-conditioned; ap- 
proved hospital across the street; Illinois license or el- 
igible. Box 7048 C, % AMA. 


FAMILY PHYSICIANS IMMEDIATE OPENINGS 
with medical group; southwestern Pennsylvania; excel- 
lent educational opportunities; paid annual vacation 
and study period; net starting income $12,000 to $17,000 
depending upon training and experience; no investment 
required. Write: Box 7050 C, % 1A. 


A GROWING GROUP OF FOUR PRACTITIONERS IS 
interested in contacting a Board Eligible internist; ex- 
cellent central Nebraska location; very good salary and 
partnership arrangement; going into new clinic ae 
ing to be financed by present partners. Box 7043 

A 


| OPHTHALMOLOGY 


PHYSICIAN: med 


| trng in aviatn med; $1000 
PSYCHIATRIST: growing “hosp: pes NW; 1700 pts, 
all types mental illness; to $10 o & mt 


| GENERAL PRACTITIONER—ILLINOIS RICH AGRI- 


| INTERNIST 


INTERNIST OR OBSTETRI- | 
| THE MEDICAL PLACEMENT REGISTRY, 


J.A.M.A., Nov. 29, 1958 


SHAY MEDICAL AGENCY 
55 E. Washington Street 
Chicago 2, Illinois 
Service of Distinction since 1914 


Med Dir, 
bekgrnd; between 40-50; 
am & clin. work w/cons. executive staff py Ba 
ndid werking conditions ; perm. 
ANESTHES 10L : sm. Calif. hosp; work pleasant; fee- 
for-serv core has Cert Anes & nurse anes; coop staff 
GENERAL PRACTICE: (a) yng. man for assn. w/sm. 
orp. in sm. re -resort twn; well equip. new cl, working 
w/new hosp in stages of expansn; to $15,000 Ist yr; 
then full & equal prtnrshp (b) pract avail, south 
Calif, doc levng a/c family hith; can gross at least 
$15,000 ist yr; poss Ins appntmnts; 3 open 
staff hosps w/in 15 min of offi; sale price $15,000; 
$3000 down; terms 
INDUSTRIAL: SW firm; up-to-date Med Dept; requires 
min 2 yrs exp indus med & someone w/ potentialities 
of becoming supervisor of Clinical Div; wealth of info 
avail re radiatn med 
INSURANCE: qual Internist int in perm postn as Med 
Underwriter; sal open; good future; hrs. reg. 
NI af 6 man orp, nr Chgo; $1000 start, prtnrshp 


must have 
MW; to $20.0 F 


in3y 
MEDICAL ‘DIRECTOR: F/T; E; dermatological pharm 
hse seeks doc w/pharm. inclinatns; should be fam- 
od w/clin investigators, have good writng facil, & 
have some exp in med dept of pharm co; sal open 
OBSTETRICS-GYNECOLOGY: w/abd surg; to $15,000 
net start; asst FACS est 25 yrs; metropolitan area; E 
: assoc in tremen pract in MW 
w Cert eye man enjoying nat! reputation; $10-$12,000, 
then % until complete prtnrshp rechd; no strngs at- 


tached 
ORTHOPEDIC SURGERY: assoc. w/outstanding Chgo 
specialist; finan. arrangements open; good opptny for 


yng man 
5. excel. opptny. Cert or bo'd elig man, to 
4,000 Ist yr; Figen after 3 yrs; midway between 
Mayo" . & U-M orp of 6 (no ped) est 45 yrs now 
moderniztn of phys plant 
PHARWACEUTICAL: pref man w/basic resrch trng or 
trng in { of specialties such as surg, ped, anes, etc: 
want somebody to become interested in a gen! solutn 
& part. balance; MW; to $14,000; 
ust be under 4 


staff, eine, MW, must have exp or 


comb. priv offices & UB, ‘oract serving 5 
ho basis: $18,000 ist yr assured; E 

STUDENT "HEALTH: (a) FT, duties: 
tehng in personal & PH to undergrads; 
i-mo vactn: (b) 2 staff vacancies; 
phys; 13,000 students; — min; 

SURGERY: w some : sn in E w/active 34 yr old 
man; $15-20,000 poss “start which can be doubled 
win yr 

UROLOGY: 

$75,000; est 1\ yrs; poss Univ affil; 


clinical, resrch, 
$12,000 begin, 
dept of 6 


assoc to share 50/50 in pract now grossing 
oil territory Okla 


Upon request one of our applications will be mailed to 
you. Write us today—a post card will do. 


GENERAL PRACTITIONER FOR ESTAB 
Pittsburgh; ex 


WANTED 
lished medical group 20 miles north of 


cellent educational program; paid annual and study 
leave; net maximum starting income $15,000 ye 
investment required. Write: Box 344, Russellton, 
sylvania. 


PHYSICIAN WANTED—ACTIVE MEDICAL SERVICE: 
285 bed hospital; excellent staff; good locality; salary 
$8,330 to $16,000 annually depending on qualifications; 
retirement; other benefits. Write: anager, Veterans 
Administration Hospital, Montgomery, Alabama. 


ANESTHESIOLOGIST —~BOARD ELIGIBLE; TO WORK 
with six anesthesiologists in 480 bed private general hos 


pital; guaranteed minimum first vear; full partnership 
three years. Write: Samuel Rochberg, MD, Sinai Hos 
pital of Baltimore, Inc., Baltimore 15, Maryland Cc 


cultural area; associate in new Oo man office; no in- 
: salary or percentage; graduate of class A 
medical school; give ae and professional qualifi- 
cations. Box 7085 C, A. 


BOARD ELIGIBLE OR CERTIFIED 

in either medical chest or peripheral 

well established group 20 specialists 

—— university city of 
A 


subspecialty 
vascular disease 
located in new building 
125,000. Box 7077 C, % A 


WANTED—RADIOLOGIST; BOARD CERTIFIED OR 
eligible; Pennsyivania; 150 bed general hospital; fully 
approved; diagnostic and therapy service; starting $20, - 


000 to $25. advancement. Address: Box 
7073 C, 

GENERAL PRACTITIONER—LOS ANGELES VICIN- 
ity; excellent working conditions; starting salary from 
$1,000 monthly; percentage, when qualifie« eventual 
partnership if adequate. Write: P. O. Box 21: ngle 
wood 2, California. Cc 


516 MEDI 
eal Arts, Minneapolis has served the Medical Profession 
of the midwest 20 years; AMA convention visitors see 
us for applicants for positions and positions for 7. 
cants. 

WANTED—ASSOCIATE FOR GENERAL PRACTICE IN 
northeastern Massachusetts; near hospital and schools; 
excellent consultants; emphasis on obstetrics and pedi 


atrics; good opportunity; fetails of association on re- 
quest. Write: Box 7068 C, % AMA. 
AN INVITATION—TO A DOCTOR INTERESTED IN 


general practice to visit Jeffersonville, Twiggs County, 
Georgia; new nine room office and new five room resi 
dence; rent free for six months. Contact: H. C. Swear 
ingen, Jeffersonville, Georgia, phone, 2192. Cc 


WANTED — OPHTHALMOLOGIST IN NORTHERN 
midwest with large surgical practice desires well trained 
associate; salary first year; $18,000; then percentage. 
Box 6852 C, % AMA. 


(Continued on page 80) 
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BLOOD TRANSFUSION-in addition to its v lue 
therapy in transfusion reactions—INJECTION HYDEL 
may be administered prophylactically actions 


THE FIRST READY-TO-USE, 


| 
In your bag... , ALL-PURPOSE 


SOLUBLE, 
ready for use... 
PARENTERAL STEROID 


IMMEDIATELY! 


INJECTION HYDELTRASOL 


(Prednisolone 21-Phosphate) 


ADVANTAGES: 
° 1. Immediately effective—dramatic response in minutes 


2. Ready for use—needs no reconstitution or refrigeration 
3. In solution—flows readily through a small-bore needle 


SUPPLIED: In 2-cc. and 5-cc. vials, each cc. containing 20 mg. 


of prednisolone 21-phosphate as the di-sodium salt. 
Hydeltrasol is a trademark of Merck & Co., Inc. 


MERCK SHARP & DOHME ovision oF MERCK & CO., INc., Philadelphia 1, Pa. ap 


PHYSICAL TRAUMA— INJECTION HYDEL- 
TRASOL meets the demands of sudden stress by 
fapidly providing therapeutically significant corti- 


Her hopes are in his hands 


The beauty-hungry woman who comes to her surgeon or dermatologist 
for skin planing puts her highest hopes, her deepest yearnings in his 
hands. He in turn justifies her trust with his patiently- acquired skill, his 


astute use of proved technique. 


Gebauer's Ethyl Chloride U.S.P., prepared especially for anesthesia, 
is guaranteed to retain its purity and remain unchanged indefinitely. 
Prescribed for more than fifty years, it is still the standard anesthetic for 
minor procedures such as incision of furuncles, electrocautery to small 
cutaneous tags, flat warts and nevi, or alleviation of needle pain during 


hypodermic injection. 


Ethyl Chloride is available in the new Dispenseal amber glass and in the 
metal tube for the doctor’s emergency kit. Gebauer also offers new non- 
flammable Fluro-Ethy!- Ethyl! Chloride (25%) and Dichloro-Tetrafluoro-Ethane 
(75%). Gebauer Chemical Co.,9410 St. Catherine Ave., Cleveland 4, Ohio. 


CHEMICAL OMPANY 


(Continued from page 78) 


GENERAL PRACTITIONER FOR GENER- 
al practice and internal medicine, New York ite li- 
» essential; for a twenty bed hospital on the south 
» of Long Island; exceptionally high salary; write 

xiving full particulars to: Box 7053 C, % AMA 
WANTED—GENERAL PRACTITIONER; 
in obstetrics; must be under 45 and have 
excellent opportunity; open staff hospital; 
dearer please send details in Ist 

AMA 


WANTED 


INTERESTED 
Ohio license; 
office and ree 
letter box 


WANT ED PEDIATRICIAN, OTOLARYNGOLOGIST 
and internist for a well established clinic with central 
and suburban divisions in a large southern city; salary 
potential partnership after 3 years fox C, 

AMA 


WANTED—AMERICAN BOARD SPECIALISTS; PHY- 
sicians interested in group or private practice: teaching 
research, public health or industrial medicine; National 
and international services. Our 62nd Year. Woodward 
Medical Bureau, 185 N. Wabash Avenue, Chicago. C 


PEDIATRICIAN FOR ESTABLISHED HOSPITAL- 
clinie pediatric department; offer $30,000 for two years’ 
service; opportunity for partnership or excellent tran- 
sition from residency to private practice. Medical Place- 
ment, 15 Peachtree Place, N. W., Atlanta 9, Georgia. C 

WANTED—GENERAL P RACTITIONER 48 YEARS OF 
age wants help, associate or partner; town of 1,000; 
good school and farming area; investigation welcome. C 
\. Heise, Jr., MD, Jewell, Towa Cc 


INDUSTRIAL PHYS! — MINIMUM OF TWO 
years full time ind ~ i experience; having potential 
to become supervis« | clinical division; modern phys- 
ical facilities and f of seventeen; atomic energy field. 
Write; Dr. S. P. _..ss, Medical Director, Sandia Cor- 
poration. Sandia Base, Albuquerque, New Mexico. C 

DOCTOR WANTED--FOR THRIVING SAN FRANCIS 

co-Oakland area of California; new medical-dental 

building needs general practitioner and = specialists; 
suites available at once; six months free rent 

6780 C, % AMA 


WANTED GENERAL PRACTITIONER 
group as a permanent associate on perce 
growing community in northern New 
hospitals; guaranteed income first vear 
advancement, prospects good x 6821 Cc 


ASSOCIATE WITH PREFERABLY SOME INTERNAL 
medicine training and able to invest in a rewarding med 
ical practice in beautiful Westchester County, near Ne “Ww 
York City; please state qualifications. Box 6948 C  * 
AMA 


INTERNIST—QUALIFIED OR CERTIFIED TO PUR- 
chase and assume growing practice in southwestern 
teaching center; easy terms; leaving because of family 
obligations Box 6907 C, % AMA 


YOUNG PHYSICIAN; INDUSTRIAL PHAR- 
and chemical companies and hospitals; psy 
anesthesiologists. Medical Personnel Agency, 
New York, New York 


WANTED 
maceutical 
chiatrists, 
7 East 42nd St., 


| RADIOLOGY: 
rd 


Box | 


TO WORK IN | 
4 GENERAL PRACTITIONER 


J.A.M.A., Nov. 29, 1958 


The 
Medical 
Bureau 


900 North Michigan Avenue 


Chicago 


ANESTHESIOLOGY: (B45) Dir dept, 250 bed gen hosp 
offid 30 man group, all Board or Elig: town 70,000, 
Rocky Mts; fee- for-service. 

DERMATOLOGY: (D49) Ass'n, Board derm; lage priv 
Pract; coll town near L.A. 

GENERAL PRACTICE: (F75) Ass'n, GP well estab; 
town, 5,000, near Sacramento, Calif; pref one who 
likes small town. (F76) Ass'n, busy GP; small town, 
half way between Albany & Syracuse ; 2 hosps, one 15 
miles So, other 15 miles North; %, min $12-$14,000, 
hos he (F77) GP with some surg training: group 

Houston area; net $1200-$2500 

INDUSTRIAL MEDICINE: (G9!) Qual direct staff of 

By training in med; univ & resort 


INTERNAL MEDICINE: (H65) Ass'n 4 Board internists 
constituting dept med, 12 man group: pref one trained 
hematology; oppor achieve senior status in min 5 yrs; 
Calif. (H66) Ass'n, 2 Board cardiologists; pref one 
similarly qual; Fla. (H67) Ass'n, 3 Board internists; 
pref qual endoscopic procedures, such as gastroscopy; 
univ city, Tex 

wen (1t4) 

city, Tex 

OALR: Oph, ass’n, 
ate drawing area, 100,000, 
$24,000, 3rd partner oppor. 
tion: ass’n, Ige priv ALR pract: oppor partner: Calif. 

OBSTETRICS-GYNECOLOGY: (J40) Head dept. 8 man 
group; town 12,000 drawing area, 60,000; excel hosp 
facil; should net $20-$30,000 within 2 yrs 

| ORTHOPEDICS: (K81) With exceptional auals: ass'n 14 
man group, all Board or near Cert: univ. town, Calif. 
(K82) Head dept, 32 man clinic estab '17; coll town, 
65,000, NW 

PATHOLOGY: (L97) Chief, 700 bed gen hosp: expansion 

: % contract, dept recently remodeled; approved 
_ techs, affil univ; approv res, path; Ige 


PEDIATRICS: (M12) 
intern staff of 30; 


Ass't by Board NS; sal., tst 


Board oph; coll town, immedi- 
Mich; ist yr, $18,000; 2d, 
(E41) Oto, qual fenestra- 


Assoc ped; 35 man group: res & 
clinic-owned hosp, 320 beds; all 
pract. entirely within hosp or clinic; res. town near 2 
univ cities, . (M13) Ass'n, long estab group, 12 
men; partner oppor; Pac. NW. 
P & N: (P28) To organize & direct, new child guidance 
$15,000-$20,000; consultation privileges would 
ugment income; Calif 
“PUBLIC HEALTH: (0017) foreign; Dir & ass’t dir; de- 
had in pub. hith, exp req; $25,000 & $20,000 respec- 
(R56) Assoc chief, new 200 bed hosp: So: 
0. 
(X3) Permanent appointment: (6 
round trip: 60 passenger average: 98 man crew. 
RY: (U29) Head dept, estab group: pref qual 
thoracic surg; Wis. (U30) Chief or assoc; new 200 
bed gen hosp: if Board & chief, up to $25,000; So. 
UROLOGY: (W52) Group ass'n; qual head dept, Fla. 


Please send for our Analysis Form. 


Burneice Larson « DIRECTOR 


WANTED OPH THALMOLOG FOR NORTHERN 
Illinois group of 14 men; must hay i surgical train 
ing; starting salary above $1,000 ithly depending 
on training and experience tox TOS8 C, % AMA 

n ADIOLOG Ist OF BOARD ELIGIBLE 
Was D . private office; prefer 
ainee sociate with atablis hed active radiolo 

with full tnershi Pp projected. Box 7054 C, 


AL PRACTITIONER UNDER 

sland community; 40 miles fro 
planning to limit his prac 

Box 7056 C, © AMA 


WANTED 
suburban 
‘ 


ANESTHESIOLOGIST — CALIFORNIA: ASSUME DE- 
partment of small hospital; should be excellent financi- 
ally. Pacific Coast Medical Bureau, Agency, 1404 Cen 
tral Tower, 703 Market, San Francisco 3. 


WANTED -PEDIATRICIAN; WHO IS YEAR 
sports minder ready to give up strenuous so 
for six doctor specialty clinic in ex 
Write: R HH. W elding, MD, Ellensburg, 


AROUND 
pract 


Washing 
HAWAII—GENERAL WITH SURGERY OR OPEN TO 


surgeon willing to include general practice. Continental 
Medical Bureau, Agency, 510 West 6th St., Los Angeles 
14. c 


WANTED—PATHOLOGIST TO TAKE CHARGE OF DE 
partment of fully accredited 225 bed hospital, soon to 
expand; will be part of a group; desire person interested 
in teaching and research. Box 7041 C, % AMA 


REAL NEED FOR EENT SPECIALIST IN IMPOR- 
tant western Washington city; can be accommodated 
with a successful group or in an available private suite. 
Write: Box 7025 C, % AMA. 


FULL TIME; TO ASSIST 
50 bed hospital; salary Ist vear with 
New York area; fast growing 
AMA 


busy physician of 
possibility of partnership, 
community. Box 7071 C, % 


WANTED — GENERAL PHYSICIANS; UNDER 35 
ears of age; full time hospital practice. opportunity 
0 develop interest, consultation with specialists avail- 
able in professional care program of 10 Miners Memo- 
rial Hospitals; full time positions with starting com- 
pensation at the rate of $12,000 per year; progressive 
pay scale; for appointment currently and for July 1959; 
U. S. citizenship and eligibility for licenure in Ken- 
tucky, Virginia, or West Virginia required. For details, 
address: The Clinical Director, Miners Memorial Hos. 
1427 Eye Street, N. W., 
5, D. C. 


(Continued on page 82) 
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dependable action 


because all patients show therapeutic blood 
concentrations of penicillin with recom- 
mended dosages. 


quick deployment 


of the bacteria-destroying antibiotic. Within 
five to fifteen minutes after administration, 
therapeutic concentrations appear in the 
general circulation. 


higher blood levels 
than with any other penicillin given orally. 


LILLY COMPANY 


provides dependable, fast, effective therapy 


INDIANAPOLIS 6, 


HOR 


Bactericidal concentrations are assured. 
Infections resolve rapidly. 


Dosage: 125 or 250 mg. three times daily. 


Supplied: Tablets, scored, of 125 and 250 
mg. (200,000 and 400,000 units). 


New ‘V-Cillin K,’ Pediatric: In bottles of 
40 and 80 cc. Each 5-cc. teaspoonful pro- 
vides 125 mg. ‘V-Cillin K.’ 


*'V-Cillin K' (Penicillin V Potassium, Lilly) 


INDIANA, 


> 
81 
A 
: 
| 
. 
7 
4 — QUALITY RESEARCH / INTEGRITY 
U.S.A, 
633276 


Standard 


A Steeline Table for every 


Designed With Warmth and Color That 
Patients Remember and Appreciate. 


Steeline — designed and manufactured by 
Aloe — is serving thousands of physicians 

in every type of practice. Designed for 
modern functional convenience, fabricated in 
steel, and finished in beautiful, decorator- 
approved colors, Steeline makes the day’ 
work less tiring, and lends a pleasing note eid 
warmth to the entire office. 

See Steeline in full color, with complete 
specifications, in your new 804-page Aloe 
General Catalog. If you do not have this 
world’s most complete catalog, your Aloe 
Representative will be happy to supply 

you with one. 


Flat-Top 


Pediatric 


A. S. ALOE 


COMPANY 


1831 Olive St. 
St. Louis 3, Mo. 


14 FULLY STOCKED 
DIVISIONS COAST-TO- 
COAST 
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(Continued from page 4 : 


SURGEON WANTED—QUALIFIED SURGEON FOR the Ur 
overseas assignment with United States Government; pert 
hould be single or otherwise willing to travel withou medica 
dependents; assignment also includes some general ore . 
practice type medicine; graduate of U. S. class A medi cima 


born United States citizen under 
draft; and in good 


native 
exempt from doctors’ 


cal school; 


years of age; tary bi 


must provide summary p 


Standard Streamliner 


Since 1860 
INS AVAILABLE FOR PHYSICIANS WITH 
States Government; must be willing to serve mn 
tited States; or on two year assignment overseas 
US born citizen; graduate of U.S. ¢ 
l well qualified n general practic 
ne: under 45 years of age, and have compie 
y obligation; salary $10,000 per annum; ¢ 
allowances while ; initial ceply 


and mili 


tox 6857 


ackground 


health; salary $11,600 plus housing; three year con- 
tract; initial reply should include summary of personal, WANTED—CHIEF TH A 
professional, and military background. Box 6856 C, patholopiet: asslotant radiologist and staff 
o AMA. 0 bed general hospital located in the heart of Texas; 
trist; rehabilitation center and hospital; specializing in phe oh nonhousekeeping or housekeeping quarters 
neurologic and orthopedic disability; complete depart- available on spacious grounds; excellent recreation fa- 
ments of physical and occupational therapy; salary cilities at hospital and in vicinity; good schools: Apply: 
open; assistant medical director wanted; physiatrist L. ochran anager, Veterans Administra- 
Toard or Board eligible; rehabilitation center and hos- H d 
pital; specializing in neurologic and accidental disabil- tion Hospital, Temple, Texas. c 
ity; complete therapy departments; salary open. For PHYSICIAN INTERESTED IN PULMONARY DIS- 
complete details, write: Daniel L. Calnan, Adminis- eases for 170 bed state supported tuberculosis hospital; 


trator, Magnetic Springs Foundation, Magnetic Springs, established 3 years; active surgical program, out-pa 
Ohio. Cc tient service, X-ray and laboratory; consultants in all 
branches, U. S. citizenship and Alabama medical li 

WANTED—BOARD CERTIFIED ORTHOPEDIC SUR- cense or eligibility therefore required; salary $8,500 to 
geon; for full time hospital practice in professional $9,500 depending on qualifications; quarters to be 
care program of the Miners Memorial Hospitals; start- made available. Apply: Medical Director, Sixth Dis 
ing compensation $20,000-$22,000; progressive pay scale. trict Tuberculosis Hospital, 800 St. Anthony Street, 
For details address: The Clinical Director, Miners Mobile, Alabama, Cc 


Memorial Hospital Association, 1427 Eye Street. N. W., 
Washington, D. C 


(Continued on page 86) 
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OOKS RECEIVED 


Books received by Tue JouRNAL are acknowl- 


edged in this column. Selections will be made 
for more extensive review in the interests of 
THE JOURNAL readers as space permits. Books 


not available for 
American Medical 


listed in this department are 
lending or sale through the 
Association. 


Electrolyte Changes in Surgery. By Kathleen E. 


Roberts, M.D., Assistant Chief of Medicine, U. S. 
Public Health Service Hospital, San Francisco, 
Parker Vanamee, M.D., Assistant Attending Phy- 
sician, Memorial Hospital for Cancer and Allied 
Diseases, New York, and J. William Poppell, M.D., 
Chief, Section of Cardio-Pulmonary Physioloxy, 
and Associate, Sloan-Kettering Institute for Cancer 
Research, New York. Publication number 317, 
American Lecture Series, monograph in Banner 


stone division of American Lectures in Physiology. 
Edited by Robert F. Pitts, M.D., Ph.D., Professor of 
Physiology and _ Biophysics, Cornell University 
Medical College, New York. Cloth. $4.50. Pp. 115, 
with 21 illustrations. Charles C Thomas, Publisher, 
301-327 E. Lawrence Ave., Springfield, Ill.; Black 
well Scientific Publications, Ltd., 24-25 Broad St., 
Oxford, England; Ryerson Press, 299 St., 
W., Toronto 2B, Canada, 1958. 


Queen 


Recovery Room: A Symposium. By John 
M.D., Professor of Surgery, School of 
Medicine, Tulane University, New Orleans, and 
John B. Parmley, M.D., Instructor in Surg 
School of Medicine, Tulane Unive Publication 
number 340, American Lecture 
by American Lectures in Anesth« 
John Adriani, M.D., Director, Department of 
thesia, Charity Hospital, New Orleans. Cloth 
$4.25. Pp. 123, with 17 illustrations. Charles C 
Thomas, Publisher, 301- E. Lawrence Ave 
Springfield, Ill.; Blackwell Scientific Publications, 
Broad St., Oxford, England; Ryerson 


The 


Adriani, 


ery, 
sity 
Series, monograph 

Edited by 


Anes 


24-25 
Press, 299 Queen St., W., Toronto 2B, Canada, 
1958. 


Treatment of Cancer and Allied Diseases. Vol- 
ume I: Principles of Treatment. By fifty-five au- 
thors. Edited by George T. Pack, M.D., F.A.C.S 
Attending Surgeon, Memorial Center for Cancer 
and Allied Diseases, New York, and Irving M. Ariel, 
M.D., F.A.C.S., Associate Clinical Professor of 
Surgery and Associate Attending Surgeon, New 
York Medical College, Flower and Fifth Avenue 
Hospitals, New York. [To be in nine volumes.] 
Second edition. Cloth, $22.50. Pp. 646, with 505 
illustrations. Paul B. Hoeber, Inc. (medical book 
department of Harper & Brothers), 49 E. 33rd St., 


New York 16, 1958. 


Methods for Research in Human Growth. By 
Stanley M. Gam, Ph.D., Chairman, Physical 
Growth Department, Fels Research Institute, Yel- 
low Springs, Ohio, and Zvi Shamir, M.D., M.P.H., 
Chief Physician, Department of Pediatrics, Hadas 
sah-Hebrew University Hospital and Medical 
School, Jerusalem, Israel. Cloth. $4.75. Pp. 121, 
with 30 a Charles C Thomas, Publisher, 
301-327 E. Lawrence Ave., Springfield, Ill.; Black 
well Scie ant Publications, Ltd., 24-25 Broad St., 
Oxford, England: Ryerson Press, 299 Queen St., 


W., Toronto 2B, Canada, 1958 


Evolution of the Speech Apparatus. By E. Lloyd 
DuBrul, D.D.S., Ph.D., Associate Professor in 
Charge of Oral Anatomy, Coilege of Dentistry, 


Chicago. Publication number 
Series, monograph in 
Edited by Otto F 


University of Illinois, 
328, American Lecture 
American Lectures in Anatomy. 


Kampmeier, Ph.D., M.D. Cloth. $4.75. Pp. 103, 
with 20 illustrations. Charles C Thomas, Publisher, 
301-327 E. Lawrence Ave., Springfield, Ill.; 
Blackwell Scientific Publications, Ltd., 24-25 
Broad St., Oxford, England; Ryerson Press, 299 
Queen St., W., Toronto 2B, Canada, 1958. 


Health Statistics from the U. S. National Health 
Survey: Concepts and Definitions in the Health 
Household-Interview Survey. Design and content 
of basic questionnaire, and preliminary definitions 
of terms used in statistical reports for year ending 
June 30, 1958. U. S. Department of Health, Edu- 
cation, and Welfare, Public Health Service, Division 
of Public Health Methods, Public Health Service 
publication no, 584-A3. Paper. 30 cents. Pp. 29, 
with illustrations. Superintendent of Documents, 
Govern. Print. Off., Washington 25, D. C., 1958. 
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RREST 
THE ANAIETY 


without affecting autonomic function 


= relieves anxiety and tension 

= aids recovery from acute cardiac episodes 

= makes patients more amenable to necessary 
limitations of activities 

= does not interfere with other drug therapy 

= does not mask toxicity of other drugs 


® 
SUPPLIED: 400 mg. scored tablets, 
200 mg. sugar-coated tablets. 


dicarbamate 


The original meprobamate, discovered and introduced by 
Wal WALLACE LABORATORIES, New Brwiswick, New Jersey 


d 
cu x 


BRONCHITIS 
Of 


INFECTIOUS 


-FEWER ANGINAL ATTA 

PROTECTS AGAINST PAIN. 

CONTROLS ANXIETY. 
UANIL* AND PET 


ACCELERATE THE 
RECOVERY 
PROCESS WITH 


“39, eh?—How long ago was that?” 


is 84 J.A.M.A., Nov. 29, 1958 
— vials of 50, meprobamate (200 mg.) and 
| 
— 
| 
ONE 
u 
= 
i STREPTORKINASE-S uu U.S. Pat. off 
[ f LEDERLE LABORATORIES, a Division of AMERICAN CYANAMID COMPANY, Pearl River, New York 
2) 


In your bag... 
ready for use... 
IMMEDIATELY! 


4 


HYDELTRASOL 


THE FIRST READY-TO-USE, 
SOLUBLE, 

ALL-PURPOSE 
PARENTERAL STEROID 


21-Phosphat 


ADVANTAGES: 

1. Immediately effective—dramatic response in minutes 
2. Ready for use—needs no reconstitution or refrigeration 
3. In solution—flows readily through a small-bore needle 


SUPPLIED* 2-¢¢, and 5-ce. vials, each cc. containing 20 mg. 
of prednisolone 21-phosphate as the di-sodium salt. 
Hydeltrasol is a trademark of Merck & Co., Inc. 


MERCK SHARP & DOHME opivision oF MERCK & CO., INnc., Philadelphia 1, Pa. ™Q0) 


_ EMERGENCY SURGERY- in patients with | SHOCK-—in patients in shock withc ce of 
EC HYDELTRASOL, | bloodloss, INJECTION HYDELTRASOL often ii 
adrenal insufficiency INJECTION HYDELTRASOL IN OL often increas- 
by either intravenous or intramuscular route, meets | _ es the blood pressure—can be a lifesavin sure, 
i 
f 


Antiintlar maiery 


Antipruritic 


Antiallergic 


Bactericidal | 
Fungicidal 


MANTLE hydrocortisone stainless tar diiodohydroxyquinoline 


“in subacute and ‘chronic dermatoses, “especially. where on inflam. 
matory reaction was accompanied by increased scaling and lichenifi- 
cation with secondary infection such as ‘is seen in seborrheic derma- 


— Rein, C. R., and Fleischmajer, R.: Personal ‘0 


oF 1.0% 


109 WEST 64 ST., NEW YORK 23,.NV. 


PQ. 


Your Check List _. 
for FORST - 


HOLIDAY GIFTING 


-- AND FEASTING 


Treat family and busi- 
‘ riess friends to Forst’s 
aromatically - spiced, 
applewood - smoked 
turkeys — Forst’s 
sugar-cured smoked 
hams. Delicious deli- 
cacies ready to slice, 
serve, enjoy. No cooking, no shopping. 


FORST TURKEY 
Whole Smoked Turkeys 8-20 Ibs.. net, $1.75 Ib. 


NEW! Boned Smoked Turkey Roll, All White 
Meat, 7-8 Ibs. net $2.95 Ib. 


FORST “HAM 2 


Whole Smoked Hams, 
Bone In, 10-16 Ibs. net, 

$1.50 Ib. 
NEW! Boneless Smoked 
Ham, All Solid Meat, 
8-10 Ibs. net, $1.80 Ib. 


FORST PAK-O-SIX 27% 


Six vacuum-packed cans of smoked turkey and 
cocktail treats. Gift boxed, $6.50 


ORDER TODAY —Pliease enclose with your check complete 
shipping information including address of recipients, 
weight, name and price of items to be shipped and 
delivery date. All delicacies attractively wrapped with 
your card enclosed and shipped, delivery charges pre- 
paid, to any address in U. S. 
THE FORSTS, Route 537, ‘Kingston, N. Y. 

Important: All Forst Products Government Inspected 


LOOK TO THE FUTURE 
BUY 


U.S. BONDS 


EXAM- 


LINATION | 


21” long .. 
WHITE CRINKLE CLOTH 


COUPON will save you time in ordering 


size COLOR BUST QUANTITY 
: of TIES measure WANTED ¢ 
w'1:SMALL] BLUE 41" Doz. 
rv) 
MED. WHITE 48 DOZ.» 


PINK 


did 


0OZ. 


g: All 3 sizes 21" long; open back with two : 


fies; slit underarm from 3” below armhole 


= ' “COLOR of TIES 
2} Tells you the SIZE” 


12 for 


$14.50; 


TECKLA GARMENT COMPANY, Mfrs. 
c! P.0. Box 863, WORCESTER 1, MASS. 


$s} Gentlemen: Please send the quantities of 
TECKLA EXAMINATION BLOUSES indicated 
OF 


<' above. Send C. 0 


<' Name 


L----Teckla pays postage on CASH 


J.A.M.A., Nov. 29, 1958 
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INTERNISTS AND GENERAL PRACTITIONERS 
wanted—Openings for physicians in a general medical 
clinic and as a ward physician on the medical service 
in @ university affliated 825 bed Veterans Administra 
tion General Hospital; citizenship and any state medical 
license required; salary $9,890 to $15,058 dependent on 
training and experience; fringe benefits. Apply to 
Dr. A. Tomasulo, Director, Professional Services, Vet 

Dayton, Ohio 


erans Administration Center, 


PHYSICIANS WANTEL GENERAL MEDICAL AND 
psychiatrists needed to work with psyehiatrie patients 
in 2,400 bed hospital near Chicago; salary range $6,505 
to $15,970 depending upen qualifications, plus 15 
additional it Board Certified not to exceed $16,000 
approved three year psychiatric residency in conjunction 
with Northwestern University; citizenship required 
Write Manager, Veterans Administration Hospital 
Downey, North Chicago, Illinois c 


VACANCIES SENIOR PHYSICIANS WITIL MINI 
mum of three years psychiatric experience; excellent 
opportunities tor advancement; salary rate $7,320 t 
$10,200 depending upon applicant's training and expe 
riences annual increments; nominal deduction for com 
plete family maintenance; fully approved large eastern 
mental hospital with three year accredited residence 
training be eligible for licensure in 
Connecticut m57 % AMA 


WANTED BOARD CERTIFIED OR ELIGIRLE SPE 
cialists for independent practices in southern Oregon 
community; Rogue River Valley trading area population 
35,000; surgeon to surgeon taking tho acic resi 
deney; internist, EEN obstetrician-gynece 
atrician; only those te siring independent, but interde 
pendent, type practice need apply; help in securing 
financing. Contact: Donald Coulter, Wing Investment, 
Inc., Wing Building, Grants Pass, Oregon 


PHYSICIANS WANTED TO FILL ATTRACTIVE 
positions in all parts of the United States; distinctive 
openings; both full and part time; are available in all 

specialties with industry, institutions; private associa 

tions and groups; an application will be mailed to you 
within 24 hours of your request. Write now to Mi. ss | 

Ronni, Director, National Placement Department 

Garland Medical Placement East Washington 

Street, Chicago 2, Illinois, An loves S-O145 ( 


ANESTHESIOLOGIST BOARD 
1 department; nei certified as staff 
bed general hospital; univer 
required ; state license in any state 
ary de pendent on applicant's qualifications 
fits. Apply to: Dr. Richa Ireton, Chief 
Veterans Adminis Hospital, Dast n 


Ohio. 


WANTED PSYCHIATRIST; DIRECTOR FOR ALL 
purpose mental hygiene clinic serving Portsmouth area; 
brand new air conditioned building, excellent com 
munity support; $13,500 Board eligible, $15.1 cert 


fled; part-time private practice permitted: « 1 service 
benefits, excellent: statewide program Writs Directe 
Counseling and Guidance Clinic 110 Columbia St t 


Portsmouth, Virginia 


GENERAL PRAG SISIONER URGENT} NEEDED FOR 


Plum City isconsin; population 6,500 2 bed hos 
pital, equipper office unfurnished bedre ome ; 
congenial cooperative populace large unopposed prac 


tice: near beautiful Lake Pepin in hunting and fishir 
area. Contact: D. J. Harmer, RP, Plum City, Wisconsin, 
Phone 30, or Paul S. Haskins, MD, River Falls, W 


consin, President, Pierce County Medical Society ( 
WANTED ONE INTERNIST WITH TRAINING IN 
neurology and one orthopedic surgeom; young men 


toard eligible; who have recently finished training 
very favorable beginning salary; opportunity early part 
nership; growing seven man clinic. Contact: Business 
Manager, Yellow Springs Clinic, Yellow Springs, Ohio 


ARE YOU LOOKING FOR (1) AN EXCELLENT OP. 
portunity as an otolaryngology associate, (2) A perma- 
nent position, (3) Practice in a large well equipped of- 
fice. (4) location in modern city, (5) Excellent hospital 
facilities, and (6) beginning salary above $20,000. If 
you are a well trained otolaryngologist and = Fg 
mentioned appeal to you, write: Box 6994 C, 


WANTED YOUNG GENERAL PRACTITIONER AS 
associate to) general practitioner; main qualification 
Willingness to work hard; experience not nece 
starting salary $700 per month with increase very ¢ 
months; seasoned practitioner proportionately more 
Henry J. Glah, Jr., MD, 906 East Orange Street, Lan 
caster, Pennsylvania ‘ 


psychiatric section of 1,000 bed GM&S hospital: psy- 
chiatric experience desirable but ba necessary if appli- 
cant is energetic and interested in this specialty; must 
meet Veterans Administration requirements: increased 
pay scale now in effect. Contact: Manager, Veterans Ad- 
ministration Hospital, Lebanon, Pennsylvania. 


ssary 


WANTED—-FOR TEACHING AND RESEARCHL CEN 
ter near Los Angeles; eligible for Calitornia license; 
Hematologist, interested in coagulation disorders; Clini 
cal Pathologist, aid in developing clinical pathology 
section and teaching program; Anesthesiologist, inter 
ested in respiratory physiology; salaries open. Box 

wo C, AMA 


ORTHOPAEDIC SURGEON WANTED—ILLINOIS; TO 
associate with Board certified orthopaedic surgeon; 
Board qualified man preferred; but one with 18 months 
or more approved residency will be considered; salary 
at least $16,000 ist year, full partnership in three years: 
eons oe full particulars in first letter. Box 7016 C, 
a 


CERTIFIED PSYCHIATRIST; MUST BE AMERICAN 
xraduate; interested in helping teach residents; three 
year approved residency; $14,700 to $21,000 plus $1,s00 
in lieu of family maintenance. Write: W. C. Brinegar, 
MD, Superintendent, Mental Health Institute, Cherokee, 
lowa Cc 


WANTED—BOARD CERTIFIED PEDIATRICIAN; FOR 
full time hospital practice in professional care program 
of the Miners Memorial Hospitals; starting compensa- 
tion $18,000-$20,000; progressive pay scale. For details 
address: The Clinical Director, Miners Memorial Hos- 
Association, 1427 Eye Street, N. W., 


(Continued on page 88) 
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AXOID 


prednisolone-hydroxyzine 


IN ASTHMA, ARTHRITIS-RHEUMATISM, DERMATOSES 


Potentiates steroid action, often permitting lower 
doses.'* 


Effective control of tension-induced exacerbations 
through the muscle-relaxant and calming effects of 
hydroxyzine.* 


Minimal gastric reactions through unique anti- 
secretory activity of hydroxyzine.’ 


. Johnston, T. G., and Cazort, A. G.: Clin. 
Rev. 1:17, 1958. 

. Warter, P. J.: J. M. Soc. New Jersey 

54:7, 1957, 


SUPPLIED: 
Ataraxold 5.0 scored green tablets, 5.0 


mg. prednisolone and 10 mg. hydroxyzine dy ; 

. Individual Case Reports to Medical 
hydrochloride, bottles of 30 and 100, Dest. Pasor Laberateries. 
mg. prednisolone and 10 mg. hydroxyzine Nov. 8-10, 1956, French Lick Ind. P-» 
hydrochloride, bottles of 30 and 100. 


5. Strub, I. H.: To be published. 
Ataraxold 7.2 scored orchid tablets, 1.0 6. Fox, J. L.: Paper presented at 14th 
mg. prednisolone and 10 mg. hydroxyzine 1968 atlantic 


hydrochloride, bottles of 100. Allergy, to be published. 


ATARAXOID produced “excellent or good 
response” in 97.1 per cent of 34 

patients with various allergies, as compared 
to 66.7 per cent of a similar series of 
83 patients treated with prednisolone.*® 


PFIZER LABORATORIES Pfizer Division, Chas. Pfizer & Co,, Inc. Brooklyn 6, New York 
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| Toronto 2, Canada, 19: 


| tion by George F. 


J.A.M.A., Nov. 29, 1958 
(Books Received Continued) 


The Eye: A Clinical and Basic Science Book. By 
E. Howard Bedrossian, B.S., M.D., M.Sc. (Med), 
Assistant Professor of Ophthalmology in Graduate 
School of Medicine of University of Pennsylvania, 
Philadelphia. With foreword by Edmund B. Spacth, 


M.D. Cloth. $11. Pp. 340, with illustrations. 
Charles C Thomas, Publisher, 301-327 E. Lawrence 
Ave., Springfield, Ill.; Blackwell Scientific Publica- 
tions, Ltd., 24-25 Broad St., Oxford, England; 
Ryerson Press, 299 Queen St., W., Toronto 2B, 
Canada, 1958. 


The Circulation of the Blood. (De circulatione 
Sanguinis.) Two anatomical essays by William 
Harvey together with nine letters written by him. 
Translated from Latin and slightly annotated by 
Kenneth J. Franklin. [Latin text included.] Cloth. 
$4.50. Pp. 184, with 1 illustration. Charles C 
Thomas, Publisher, 301-327 E. Lawrence Ave., 
Springfield, Publications, 
, 24-25 Broad St., Ryerson 
299 Queen St., Canada, 


Blackwell Scientific 
Oxford, 
Wes 


England; 
Toronto 2B, 


Ponteeorvo, 


Trends in Genetic Analysis. By G. 
of Glas- 


F.R.S., Professor of Genetics, University 
gow, Glasgow, Scotland. Columbia Biological 
Series no. 18. Edited at Columbia University, New 
York. General editor: Leslie C. Dunn, Professor of 
Zoology, University of Columbia. Cloth. $4. Pp. 
145, with illustrations. Columbia University Press, 
2960 Broadway, New York 27; Oxford University 
Press, Amen House, Warwick Sq., London, E. C.4, 
England; Amen House, 480 University Ave., 


Lehrbuch der Strahlenheilkunde: Behandlung 
mit Réntgenstrahlen und radioaktiven Substanzen. 
Von René du Mesnil de Rochemont, 0.6. Professor 
fiir Medizinische Strahlenkunde und Direktor der 
Strahlenklinik und Poliklinik der Universitat Mar- 
der Klinik: 


burg. Unter Mitarbeit der Oberiirzte 

Dr. H. J. Fiebelkorm, Prof. Dr. Dr. E. H. Graul und 
Doz. Dr. E. Scherer. Cloth. 119 marks. Pp. 763, 
with 266 illustrations. Ferdinand Enke Verlag, 
Hasenbergsteizge 3, (14a) Stuttgart-W., West Ger- 
many, 1958. 


Sensitivity Reactions to Drugs: A Symposium 
Organized by the Council for International Organ- 
izations of Medical Sciences Established under the 
Joint Auspices of UNESCO and WHO. Edited by 


M. Rosenheim and R. Moulton. Assisted by 
S. Moeschlin and W. St. C. Symmers. Cloth. $7. 
Pp. 237, with illustrations. Charles C Thomas, 
| Publisher, 301-327 E. Lawrence Ave., eo ld, 
Ill.; Blackwell Scientific Publications, Ltd., 5 
Broad St., Oxford, England; Ryerson Press, see 
Queen St., W., Toronto 2B, Canada, 1958. 


Amid Masters of Twentieth Century Medicine: 
A Panorama of Persons and Pictures. By Leonard 
G. Rowntree, M.D., Chairman, Dean’s Committee, 
V. A. Hospital, Coral Gables, Fla. With introduc- 
Lull, M.D. Cloth. $11.50. Pp. 
684, with illustrations Charles C Thomas, Pub 
lisher, 301-327 E. Lawrence Ave., Springfield, Ill; 
Blackwell Scientific Publications, Ltd., 24-25 Broad 
St., Oxford, England; Ryerson Press, 299 Queen 
St., W., Toronto 2B, Canada, 1958. 


Summary of Health and Vital Statistics: A Com- 


GENERAL PRACTITIONERS INTERESTED IN PSY- 


(Continued from page 86) 


“ chiatry— Vacancies exist for several full time physicians; 
STAFF PHYSICIAN FLORIDA STATE HOSPITAL energetic and willing to learn at Veterans Administra 

re for mentally devicient; graduate Class A school; salary tion Hospital, Chillicothe, Ohio; located forty miles 
As $8,400 to $9,000; plus unfurnished residence for fam- south of Columbus. Write: Manager, Veterans Admin- 
ily; near new University of Florida Medical School istration Hospital, Chillicothe, Ohio. c 

Apply: €. Carter, MD, Medical Director, Sunland WANTED—BOARD CERTIFIED RADIOLOGIST; FOR 

Training Center, Gainesville, Florida. Cc full time hospital practice in professional care program 


of the Miners Memoria! Hospitals; starting compensa- 
tion $20,000; grosseeive pay scale. For details address: 
The Clinical Director, Miners Memorial Hospital Asso- 
ciation, 1427 Eye Street, N. W., Washington 5, D. C. 


WANTED—BOARD CERTIFIED PATHOLOGIST; FOR 
full time hospital practice in professional care program 
of the Miners Memorial Hospitals; starting compensa- 
tion $20,000; progressive pay scale. For details address: 


The Clinical Director, Miners Memorial Hospital Asso- JTAH — OFFICE FOR MD AND DENTIST; NEW 
ciation, 1427 Eye Street, N. W., Washington 5, D. C. building; rapidly growing area; scenic surroundings; 
five bs a from Hospital, Phone; Dayis 9-1012 or 
it 1. W. Sore . MD, 7620 ¢ 
3 INTERNIST—CERTIFIED OR QUALIFIED; AS STAFF Salt Lake me 
physician in } bed affiliated hospital; citizenship re- 
quired; salary range $9,890 to $14,685 depending on Pipnarmacegtical company in the Eeets weet be eraduate 


of accredited . medical school; clinical research 
background in either pharmaceutical industry or aca- 
demic medicine required; describe qualifications in de- 
wie age; our employees notified. Box 6992 C, 


experience or certification. Write: Director, Professional 
Services, Veterans Administration Hospital, Des Moines, 
Towa. 


PATHOLOGIST — EXCELLENT OPPORTUNITY FOR 
private practice in pathology to serve a population area 


RADIOLOGIST — ASSOCIATE; OFFICE PRACTICE 


of 50,000; fully approved hospital facilities and cooper- . ital: 

and local hospital; suburb contiguous to Boston; Board 
ative medical staff in progressive western city: we need Certified or eligible; financial arrangements leading 
a man who will contribute to our \ high medical to partnership. Send details to: Box 6958 C, % AMA. 


Write: Administrator, 
Cody. Wyoming. 


standards. 
Hospital, 


Coe Memorial 
c 
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of the Highlights of Statistics for the 
United States hig Commonly Used for aoe ring 
Inquiries. Department of Health, Education, 
and Welfare, Publiz Health Service, National Of- 
fice of Vital Statistics, Washington 25, D. C. 
Public Health Service publication no. 600. Paper. 
25 cents. Pp. 27, with illustrations. 


27, Superintendent 
of Documents, Govern. Print. Off., Washington 25, 
D. C., 1958. 


Lymphocytes and Plasmacytes in Nucleoprotein 
Metabolism. By Margaret A. Kelsall and Edward 
D. Crabb. Ann. New York Acad. Sc., vol. 72, art. 
9. Editor in chief: Otto v. St. Whitelock. Managing 
editor: Franklin N. Furness. Associate editor: 
Francis S. Stahl. Accorded A. Cressy Morrison 
Award in Natural Science in 1957 by New York 
Academy of Sciences. Paper. Pp. 293-338. New 
York Academy of Sciences, E. 63rd St., New 
York 21, 1958. 
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Aktuelle Probleme des schielenden  Kindes: 
Wissenswertes fiir Eltern, Gemeindeschwester, Fiir- 
sorgerin, Kindergirtnerin und Lehrer. Eine Orien- 
tierung des Hausarztes. Von Dr. med. R. Briickner. 
Paper. 6 marks. Pp. 68, with 17 illustrations. Benno 
Schwabe & Co., Basel 10, Switzerland, 1958. 


(Continued on page 112) 
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ORMS IN ONE OR TWO DAYS 
‘ANTEPAR’ SYRUP —Pijierazine Citrate, 100 mg. perce. 
-‘ANTEPAR’ TABLETS Citrate, 250 or $00 
— Piperazine Citrate, 250 or 500 mg... 4 
& CO. (U.S. A.) ING., T 
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whenever cough therapy is indicated 


HYCODAN 


OPINE METHYLBROMIDE) 


Relieves cough within 15-20 minutes, maintaining comfort for 6 hours or 
longer usually without impairing expectoration or inducing constipation. 
vai i veni a forms. Each teaspoonful or tablet of Hycopan* 


THE COUGH 
SSS 


in vaginitis 


TRICOFURON’ 


destroys all 3 principal pathogens 


Whether vaginitis is caused by Trichomonas, Monilia or Hemophilus 
vaginalis—alone or combined—TRICOFURON IMPROVED swiftly relieves 
symptoms and malodor, and achieves a truly high percentage of cul- 
tural cures, frequently in 1 menstrual cycle. TRICOFURON IMPROVED 
provides: a new specific moniliacide MICOFUR® brand of nituroxime, 

an established specific trichomonacide FUROXONE® brand of furazolidone 

and the combined actions of both against Hemophilus vaginalis. 


1. Office insufflation once weekly of the Powder (MICOFUR [anti-5-nitro- 
2-furaldoxime] 0.5% and FUROXONE 0.1% in an acidic water-soluble 
powder base). 2. Continued home use twice daily, with the Supposito- 
ries (MICOFUR 0.375% and FUROXONE 0.25% in a water-miscible base). 


“NEW BOX OF 24 SUPPOSITORIES WITH APPLICATOR _ 
FOR MORE PRACTICAL AND ECONOMICAL THERAPY. 


NITROFURANS —a new class of antimicrobials—neither antibiotics nor sulfonamides. a Ne 
EATON LABORATORIES, NORWICH, NEW YORK - 
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Butazolidin 


(phenylbutarone Geigy) 


... ina wide range of inflammatory 
indications 


arthritic - phlebitic - rheumatic 


: Broad-Spectrum Efficacy: Over 1,000 published papers’ attest to the efficacy of Butazolidin in a wide variety 
e i gy of arthritic and rheumatic indications. In a recent study,' Butazolidin proved to be especially effective in the 
t of rh toid spondylitis and gouty arthritis. Favorable results were also observed in rheuma- 
Ardsley, 0. ¥. toid arthritis, osteoarthritis, the painful shoulder syndrome and miscellaneous other musculoskeletal conditions 


of an inflammatory nature. 
Confirmatory evidence from other areas of therapy include dramatic resolution of superficial thrombophlebitis.” 
Broad-Spectrum Clinical Benefits: Therapy with Butazolidin usually provides comprehensive symptomatic 
improvement. Relief of pain is effective and prompt in 75% of the patients. Early improvement of function and 
range of mobility are commonly reported. In acute cases there is a significant and early resolution of inflam- 
mation, effusion and spasm. 

1. Robins, 4 ; Lockie, t. M.; Norcross, B.; Lotena, $., ond Riordan, D. J.: Am. Pract. & Digest Treat. 8:1758, 1957. 

2. Stein, |. y 1955. 

* Complete bibliography furnished on request. 
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to meet the threat of excess weight gain 
in your obstetrical patients 


PRELUDIN 


brand of phenmetrazine hydrochloride 


in obstetrics has been confirmed by-others.23* With PRELUDIN, there oh 01 
ference with labor or aggravation of the common tensions of pregnancy 


(1) Birnberg, C. H., and Abitbol, M. M.: Obst: & Gynec. 11:463, 1958, (2) Bacet; A, and 
Minerva ginec., Torino 9:15, 1957. (3) Roncuzzi, R.: Riv. ostet. ginec. 11: :734, 1956-14) 
A Double-blind Study in Weight Control During Pre 
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it 
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3 
effective anorexigenic agent, har to the patient and her pregnancy.” 
Fifty patients treated with PRELUDIN during the third trimester were /held to an 
average weekly gain of 0. as compared to in the untreated 
group. Blood remained within normal limits; no evidence of toxicity, 
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WHY RISK DELAYED RECOVERY 
FROM 


PYODERMAS 


Many of the organisms causing pyoderma are refractory to routine anti- 
biotic therapy. If the offending organisms are resistant staphylococci, 
CATHOMYCIN (novobiocin) is often indicated. CATHOMYCIN has an 
established record* of effectiveness against strains of organisms resistant 
to most other antibiotics. It may be administered alone, or combined with 
other antibiotics to delay the emergence of resistant strains. 


Of particular value in hard-to-control pyodermas caused by resistant 
staphylococci, CATHOMYCIN is rapidly absorbed —producing therapeutic 
blood levels that last for 12 hours or more. The drug is generally well tol- 
erated and there is no evidence of cross-resistance with other antibiotics. 


for staphylococcic septicemia, enteritis, postoperative wound infections and other NOVO B 10C | N 
serious staph infections. 


DOSAGE: Adults: CATHOMYCIN Sodium 2 capsules b.i.d. or CATHOMYCIN Calcium 
Syrup 4 teaspoonfuls b.i.d. Children: (up to 12 years) 2 to 8 teaspoonfuls daily in 
divided doses based on 10 mg. CATHOMYCIN per Ib. of body weight per day. 
SUPPLIED: Capsules sodium novobiocin, each containing the equivalent of 250 mg. 
of novobiocin—vials of 16 and 100—and as an orange-flavored syrup (aqueous 
suspension), in bottles of 60 cc. and 473 cc. (1 pint). Each 5 cc. CATHOMYCIN Syrup 
contains 125 mg. (2.5%) novobiocin, as calcium novobiocin. 
*Complete bibliography available on request. 


For Parenteral Therapy LYOVAC’ CATHOMYCIN 
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CAPSULES 

MERCK SHARP & DOHME bivision of MERCK & CO., INc., Philadelphia 1, Pa. 
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LOW INCIDENCE OF PEPTIC ULCER 
scored tablets (pin, 


J.A.M.A., Nov. 29, 1958 


The distinguished group on the dais waited 
breathlessly as the donation given by the town’s 
greatest benefactress was unveiled. 

It was a large, magnificently sculptured bird 
bath, to be placed in the center of the public park. 
The group all drew in closer to glimpse the in- 
scription beautifully chiseled around the edge. 

“This bath,” it read, “is not to be used by spar- 
rows.” 

« 

We know an extremely patient symphony con- 
ductor who once spent nearly an hour with his 
oboe player, going over a difficult passage. 

Finally he faced the rest of the musicians and 
rapped for attention. 

“I'm afraid we can't delay any longer,” he said. 
“Let us proceed with the next movement.” Then, 
turning to the oboe player, he added, “You'll keep 
in touch with us, though, won't you?” 

e 


A western newspaper reports a petition for the 
annulment of his marriage by a recent bridegroom. 

Reason? He had just discovered his pa-in-law 
had no legal permit to carry a gun. 
Opera singer Elaine Malbin says her girl friend 
has just shed herself of 200 pounds of ugly fat—she 
divorced her husband. 

Jack Durant advises visitors to Las Vegas to get 
married early—so if it doesn’t work out, they won't 
have ruined the whole day. 

A little 5-year-old’s tear-stained face peered over 
the top of the counter in the lost and found depart- 
ment of a large department store. 

“Mister,” he asked, “has any mother been turned 
in yet this morning?” 

“How did you do at school today, dear?” asked 
the little lad’s mother. 

“All right, I guess,” was the answer. “Teacher 
said I was a regular little beaver.” 

“She did?” exclaimed the parent proudly. “That 
goes to show what a hard worker you are!” 

“We-l-], not exactly,” said the boy. “It was really 


for chewing my pencil.” 


by E. K. H. 


Now that school’s open again, columnist Bill 
Kennedy is reminded of what happened when his 
office boy’s little sister brought home her report 
card at the close of the last session. It was quite 
apparent that all the marks had been upped a bit. 
In the youngster’s painstaking hand, D’s and C’s 
had all been erased, and in their place stood bright 
and shining A’s. 

Her surprised parents happily signed the card, 
and the youngster returned it to her teacher. Next 
day the child brought it home again. “Miss Finch 
wants you to notice the special mark on my report 
card,” she said proudly. 

Written across the top was the simple notation: 
“Forgery... A.” 

Sign outside a women’s club in East Hampton: 
Enter . . . and knock. 


Sign in a Park Avenue apartment house: 
“Please do not leave baby carriages or foreign 
cars in the lobby.” 


Hospi TAL 
EMERGENCY 
ENTRANCE 
> 


“You're lucky—they have a lot of pretty nurses here.” 
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The Camp-Zieman Lymphedema Arm Sleeve pro- 
vides consistent control over the full length of 
the arm and helps relieve disfiguration, distress 
and disablement arising from edema following 
radical mastectomy. Made of kiddie elastic with 
transverse stretch, the Camp-Zieman arm sleeve 


CAMP-ZIEMAN LYMPHEDEMA ARM SLEEVE 


affords excellent control of the swollen arm 
after radical mastectomy 


adjusts easily to swelling needs, is simply applied 
and assists the patient to early mobilization with 
gtaded exercises. Adjustment lacer extends the 
full length of the arm on the inner side; shield 
under lacer protects the skin; the mitten being 
buttoned to the sleeve, is detachable and an ex- 
tra mitten is provided for laundering without 
interruption in treatment. Available in two 
lengths for either right or left arm. 


S. H. CAMP and COMPANY 


Jackson, Michigan 
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OUTSTANDING 


COMBATS MOST CLINICALLY IMPORTANT PATHOGENS 


Numerous in vitro comparisons of antimicrobial activity show 
that CHLOROMYCETIN demonstrates outstanding effective- 
ness against both gram-positive and gram-negative organisms.'* 
Clinically, it provides complete remission or improvement in 
patients with a wide range of infections, including pneumonias 
and other respiratory infections,®!° meningitis,"' urinary tract 
infections,'* salmonellosis and other gastrointestinal infec- 
tions. 10.18 


CHLOROMYCETIN (chloramphenicol, Parke-Davis) is available in a variety of 
forms, including Kapseals® of 250 mg., in bottles of 16 and 100. 


CHLOROMYCETIN is a potent therapeutic agent and, because certain blood 
dyscrasias have been associated with its administration, it should not be used 
indiscriminately or for minor infections. Furthermore, as with certain other drugs, 
adequate blood studies should be made when the patient requires prolonged or 
intermittent therapy. 


REFERENCES: (1) Waisbren, B. A.: Wisconsin M. J. 57:89, 1958. (2) Schneierson, S. S.: 
J. Mount Sinai Hosp. New York 25:52, 1958. (3) Markham, N. RP, & Shott, H. C. W:: 
New Zealand M. J. 57:55, 1958. (4) Godfrey, M. E., & Smith, I. M.: J.A.M.A. 166:1197, 1958. 
(5) Caswell, H. T., et al.: Surg., Gynec. & Obst. 106:1, 1958. (6) Roy, T. E.; Collins, A. M.; 
Craig, G., & Duncan, I. B. R.: Canad. M. A. J. 77:844, 1957. (7) Holloway, W. J., & Scott, E. G.: 
Delaware M. J. 29:159, 1957. (8) Ditmore, D. C., & Lind, H. E.: Am. J. Gastroenterol. 28:378, 
1957. (9) Rosenthal, I. M.: GP 17:77 (March) 1958. (10) Ross, S.; Puig, J. R., & Zaremba, E. A., 
in Welch, H., & Marti-Ibaiiez, F: Antibiotics Annual 1957-1958, New York, Medical Encyclo- 
pedia, Inc., 1958, p. 803. (11) James, U.: Brit. J. Clin. Pract. 11:801, 1957. (12) Murphy, J. J., 
& Rattner, W. H.: J.A.M.A. 166:616, 1958. (13) Rabe, E. E: Pennsylvania M. J.: 61:209, 1958. 
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IN VITRO SENSITIVITY OF THREE GRAM-NEGATIVE PATHOGENS 
TO CHLOROMYCETIN AND TO OTHER WIDELY USED ANTIBACTERIALS* 


ESCHERICHIA COLI 


CHLOROMYCETIN 91% 


ANTIBACTERIAL A 85% 


ANTIBACTERIAL B 74% 


ANTIBACTERIAL C 71% 


AEROBACTER AEROGENES 


CHLOROMYCETIN 62% 


ANTIBACTERIAL B 36% 


ANTIBACTERIAL D 44% 


ANTIBACTERIAL E 37% 


CHLOROMYCETIN 78% 


ANTIBACTERIAL A 34% 


ANTIBACTERIAL C 34% 


f 
~ 
Adapted from Waisbren. 
The antibacterial agents used in this study are those selected by the author . 
as the ones most likely to be effective. 


NORMAL 


BRONCHIAL ASTHMA 


100 


when acute attack threatens: 


THE FIRST MEPROBAMATE-PREDNISOLONE THERAPY 


relieves both psychic 


and somatic components 


In bronchial asthma, MEPROLONE used as adjunctive therapy exerts a combined activity that 
» reduces the number of asthmatic attacks @ decreases wheezing and dyspnea @ suppresses 
asthma-anxiety sequence @ improves ability to rest and sleep. 


SUPPLIED: Multiple Compressed Tablets: MEPROLONE-2—2.0 mg. prednisolone, 200 mg. meprobamate, and 200 mg. dried aluminum 
hydroxide gel (bottles of 100 tablets). MEPROLONE-5—5.0 mg. prednisolone, 400 mg. meprobamate, and 200 mg. dried aluminum 
hydroxide gel (bottles of 30 tablets). 


Meprolone is a trademark of Merck & Co., Inc 


Qo) MERCK SHARP & DOHME oivision of MERCK & CO., Inc., Philadelphia 1, Pa. 
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new test for gastric acid— 
now a simple office procedure 


Your patient swallows a liquid instead of a tube 


— and are just as 


¢ eliminates discomfort and inconvenience of intubation 


Blue 


Squibb Azure A Carbacrylic Resin Diagnostic Test 


* time-saving and economical; can be used in office 


* requires no special equipment 


well-tolerated 


Diagnex Blue is easy to use: 


1. The patient takes DIAGNEX BLUE orally. 


2. Urine samples are collected and returned to the physician. 


3. Simple color comparison indicates gastric acid status. 


Results are easily interpreted: 


Free gastric acid is shown by color equal to or 
more intense than 0.6 mg. standard. 


Absence of free gastric acid is shown by color equal 
to or less intense than the 0.3 mg. standard. 


Borderline secretion is indicated by a color 
intermediate to these two standards. 


* Diagnex Blue has been used in 
thousands of gastric analyses with 
conclusive evidence of accurate 
results (95% accurate identification 
of acid secretors, 97% accuracy 

in identifying achlorhydrics). 


Squibb Quality — 
the Priceless Ingredient 


® 

> 
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SQUIBB 

ke Diagnex’® is a Squibb trademark. 


This is what the physician tells the patient: 


Urinate. Do not keep this urine. 


2 HRS. LATER 


Urinate. Save urine in jar 
marked ‘“‘test urine’. 


Test Procedure 


Each box of DIAGNEX BLUE has a color comparator block 
with two color standards—one representing color inten- 
sity of 0.6 mg. azure A, and the other 0.3 mg. azure A. 
Color comparison should be made against a suitable light 
source. 


A. 1.Dilute the control and test urines with water to 
300 cc. each. 


2.Fill two test tubes with approximately 10 cc. of 
control urine each, and fill a third test tube with about 
10 cc. of the test urine. 


3.Place the test urine tube in the middle slot of the 
comparator and the control urine tubes in front of 
the two color standards. 


4.1f the color intensity of the test urine is equal to or 
exceeds that of the 0.6 mg. standard, the patient has 
secreted free gastric hydrochloric acid and the test is 
complete. 


Would you like 
additional information 
On DIAGNEX BLUE? 


Dr 


how to perform the Diagnex Blue Test 


Start test immediately on arising, without eating or drinking anything for breakfast. 


Tear open the small packet 
and swallow the 2 tablets 
with a glass of water. 


1 HR. LATER Urinate. Save urine in jar Open large packet. Pour con- Stir well and drink it. (The 
marked ‘‘control urine’’ tents into % glass of water, granules do not dissolve.) 


Professional Service Department (11A) 
SQUIBB, 745 Fifth Avenue.New York 22, N. Y. 


Gentlemen: Please send a copy of your technical leaflet, 
“A Tubeless Test for Gastric Acid” to: 


If granules remain, add a 
little more water and drink 
them down. 


B. 1.1f the test sample color is less intense in color than 
the 0.6 mg. standard, acidify all samples with 2 drops 
of diluted (10%) hydrochloric acid. Heat the three 
test tubes in a boiling bath for 10 minutes. (Boiling 
may decolor sample, but color will reappear on cool- 
ing.) Remove tubes from the bath and allow to cool 
for 2 hours. Compare color intensity as in A3 and A4. 


2.When the color of the test specimen falls between 
the 0.6 mg. and the 0.3 mg. standards, this is presump- 
tive evidence of hypochlorhydria. When the color of 
the test specimen is /ess intense than that of the 0.3 mg. 
standard, this is presumptive evidence of achlorhydria. 


Supply: Boxes of 5 and 50 test units with comparators. 
Each test unit contains 2 Gm, DIAGNEX BLUE granules, two 
250 mg. tablets of caffeine sodium benzoate to stimulate 
gastric secretion, and labels for urine samples. Complete 
instructions for use are included in each package. 


Simply mail this coupon. 


Address 
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THE JOURNAL 


American Medical Association 


J.A.M.A. 167 :433, 1958 


STUDY OF 
levo-1-phenyl-2-aminopropane alginate 
LEVONOR, NEW ANORECTIC 


RESULTS WITH LEVONOR 


in a series of overweight patients (abstracted from 
a report in J.A.M.A. 167 :433, 1958) —-LEVONOR was 
given to 80 patients as 5 mg. tablets, three times 
a day, one-half hour before meals. Many cases 
received an added dose at 8 or 9 p.m. to curb 
“television” or “before bedtime” snacks. There 
were no signs of restlessness from this late-dosage 
schedule. Many patients had previously been on 
stimulant type drugs with diet and had limited 
success. They were enthusiastic about control of 
appetite and relative lack of side effects (with 
LEVONOR). Patients were seen on an average of 
every two weeks. The average weekly weight-loss 
for patients taking LEVONOR was 2.0 pounds. There 
was a remarkable absence of any serious side 
effects. Since the studies revealed no effects on 
blood sugar levels, nor on central vasomotor re- 
flexes, the new agent was used in diabetes mellitus, 
hypertension and obstetrics. 


IN OBESITY 

1 a distinctly different appetite suppressant with 
virtually no analepsis.*** 

even for “night eaters”--8 p.m. w:' later dosage 

cuts appetite without keeping patients awake*’ 

and for weight reduction in hypertension (espe- 

cially when controlled with rauwolfia),* diabetes” 

and pregnancy* 


FROM NEW PAPERS COMING UP! 


... @ highly effective adjunct to the re- 
ducing regimen ... usually unaccompanied by 
CNS overstimulation and other side effects 
associated with stimulant type drugs. 
Feldman, H. S.: in press, 1958 


-+- An average weekly weight loss of 2.8 
pounds produced by an average daily dose 
of 3 or 4 tablets. No increase in blood 
pressure or pulse rate was noted. 

Frohman, I. P.: in press, 1958 


««- Forty-one overweight patients on LEVONOR, 
ranging in age from 28 to 68 years, undergo- 
ing antihypertensive therapy that included 
rauwolfia derivatives, experienced excel- 
lent weight loss at the same time that their 
hypertension was controlled. This despite 
the well-known tendency of rauwolfia ther- 
apy to cause weight gain. Marked lack of 
CNS stimulation was observed. 

Feldman, H. S., and Gadek, R. J.: in press, 1958 


FROM THE 
SCIENTIFIC EXHIBIT 


(A.M.A. Clinical Meeting, Dec. 3-6, 1957, Phila.) 


... with some patients losing as much as 6 pounds 
a week, LEVONOR, in a series of 80 patients, 
achieved an average loss of 2-214% pounds per 
week by patients on a daily dosage of 1 tablet at 
11:00 a.m., 1 at 4:00 p.m., and 1 at 8:00 p.m. 


... effectively combated nighttime eating 
syndrome without disturbing sleep... 


... produced virtually none of the side effects usually 
associated with appetite suppressants. 


THREE TYPICAL CASE HISTORIES * 


Case 1:—A 15-year-old girl, overfed during an appen- 
dectomy convalescence, then overate and underexercised, 
gained 42 lbs., and weighed 165 lbs. After previous re- 
ducing attempts failed, dietary re-education and therapy 
with LEVONOR lost her 24.5 lbs. in 11 weeks, with im- 
provement continuing. 


Case 2:—A 48-year-old male’s frequent business meals 
and physical inactivity caused him to gain 28 lbs. in 
12 years. With LEVONOR, he was able to follow his regi- 
men and —as advised — not to mention it at meals and 
thus elicit no comment. In 10 weeks he lost 24 lbs. and 
has maintained the pattern. 


Case 3:—A 44-year-old male found his “timed-release”’ 
appetite suppressant unusable for control of nighttime 
craving. 1 LEVONOR tablet daily at 7 p.m. allayed evening 
hunger and permitted restriction of caloric intake with- 
out emotional disturbance or sleeplessness. 

*J.A.M.A. 167:438, 1958 
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WEIGHT LOSS WITHOUT SLEEP LOSS” 


2-2'/, lbs. 
loss per week 


Administration and dosage — Average dose: 5 to 10 mg. twice 
or three times daily, as indicated. Under proper supervision, 
LEVONOR can be given to obstetrical and pediatric patients as 
well as those with moderate cardiovascular disease, hyper- 
tension or diabetes. LEVONOR should not be given to patients 
with severe hypertension, thyrotoxicosis or acute coronary 
disease. Many physicians prefer their patients to take 
1 tablet at 11 a.m., 1 tablet at 4 p.m. and 1 tablet at 8 p.m. 


clinical cases 


Packaging— Bottles of 100 tablets. Each tablet contains 5 mg. 
of levo amphetamine alginate (levo-1-phenyl-2-aminopropane 
alginate, Nordson) 


Bibliography: 1. Gadek, R. J.; et al.: J.A.M.A. 167:4838, 1958. 2. Feldman, 
H. S.: In press, 1958. 3. Gosselin, R. A. (Office Practice Study: 902 physi- 
cians): to be published. 4. Feldman, H. S., and Gadek, R. J.: In Press, 1958. 
5. Gadek, R. J.; Feldman, H.S.; Lucariello, R. J.: Scientific Exhibit, A.M.A. 
Meeting, December, 1957. 6. Frohman, I. P.: In press, 1958. 7. Pomeranze, 
J.: Personal Communication, 1958. 8. Berkowitz, D.: Personal Communica- 
tion, 1958. 


PRRAND OF LEVO AMPHETAMINE ALGINATE ALGINATE, NOROSON) PAT. PEN OING 


Nordson Pharmaceutical Laboratories, Inc. « Irvington, New Jersey 


(formerly Nordmark) 
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a new standard 

for 

diuretics and 
antihypertensives..... 


(CHLOROTHIAZIDE) 


now also available as 


when 

oral 
administration 
is not 
practical 


(CHLOROTHIAZIDE) 


ANY INDICATION FOR DIURESIS IS AN INDICATION FOR DIURIL 
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D U RI L. a » Oral dosage offers the vast majority of 


patients maximum convenience and effectiveness of 
with DIURIL. 


EDEMA—DIUR|l~an orally effective, nonmercurial 
agent with diuretic activity equivalent to that of the 
parenteral mercurials. 


IN HYPERTENSION—DIURIL-basic therapy which 
improves and simplifies the management of hyper- 
tension of all degrees of severity. 


DOSAGE:Edema—one 500 mg. tablet to two 500 mg. 
tablets, once or twice a day. 


Hypertension—from one 250 mg. tablet 
twice a day to one 500 mg. tablet 
three times a day. 


SUPPLIED:as 250 mg. and 500 mg. scored tablets of 
D!URIL(Chlorothiazide) in bottles of 100 and 1000. 


LYOVAC DIURILK ne 


parenteral administration of DIURIL in patients un- 
able to take oral medication. 


Diuretic action begins within 15 to 30 minutes of injec- 
tion of LYOVAC DIURIL and lasts for approximately 
3 to 5 hours, depending upon the dose. 


ADMINISTRATION—Each vial contains 0.5 Gm. of 
chlorothiazide as the sodium salt, to be reconstituted 
with a minimum of 18 cc. of Water for Injection U.S.P., 
for direct intravenous administration, or by I.V. infu- 
sion where desirable. The solution is compatible only 
with dextrose solution and physiological salt solution. 


LYOVAC DIURIL should not be given by the subcuta- 
neous or intramuscular route. The reconstituted solu- 
tion should be stored at room temperature and any 
unused portion discarded after 24 hours. 


nt ViIVICINUCU VUSAUE RA IGE 


In EDEMA—500 mg. to 2000 mg. per day—larger 
amounts usually in divided doses. 
In HYPERTENSION—500 mg. to 1500 mg. per day 


in divided doses. 


LYOVAC and DIURIL are trademarks of Merck & Co., Inc, 
©1958 Merck & Co., Inc. 


MERCK SHARP & DOHME 


Division of MERCK & CO., INC., Philadelphia 1, Pa, 
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FOR REMOVAL OF EXCESS OR IMPACTED CERUMEN 


Announcing a new 


highly effective 
cerumenolytic, 


over 1000 human ears 


clinically proved’ in 


CERULAV 


opylene glycol with chiorbutanol 0 
U.S. and Foreign Patents Pe nai ing 


Brand of triethanolamine polypeptide oleate-condensate 10 >, in 


ADVANTAGES 


Unique acting 


CerumMeno-surfactant softens 


e demonstrated 
clinical effectiveness® 


e rapid, simple 

non-traumatic 

e virtually 

non-allergenic and 
non-sensitizing 

e effective in all ages 

e wide patient acceptance 
e painless and time saving 


e hygroscopic 
—helps absorb 
aqueous transudates 


and loosens CERUmen 
expediting its easy 
removal by simple LAVage 


SUPPLIED: 13 cc. bottle with convenient blunt end dropper. 


*Complete information available upon request to the Medical Director. 


THE G. F. HARVEY COMPANY, INC. puarmaceuticats and RESEARCH IN THE HARVEY TRADITION 


© Copyright 1958, the G. F. Harvey Company, Inc. Saratoga Springs, New York 
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hits the disease, but spares the patient 


Upjohn 


The Upjohn Company 
l'rademark for methylprednisolone, Upjohn Kalamazoo, Michigan 
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ACCELERATE THE 
RECOVERY 
PROCESS WITH 


ANKLE 
SPRAINED 

SINUS 
INFLAMED? 


STREPTOKINASE -STREPTODORNASE LEOERLE 


*Reg. U_S. Pat. Off 


“LEDERLE LABORATORIES, a Division of AMERICAN CYANAMID COMPANY, Pearl River, New York 


HAHNEMANN 
MEDICAL COLLEGE AND HOSPITAL 
of Philadelphia 


pr esents 


A MAJOR 


SYMPOSIUM 


ON 
by fifty 
internationally known authorities 
DECEMBER 8-12, 1958 
Reservations and further information may 
be obtained by writing to Dr. James 
Donaldson, Symposium on Hypertension, 


Hahnemann Medical College, 235 North 
Fifteenth St., Phila. 2, Pa. 
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PROTECTS AGAINST PAIN. 
- Meprobamate and Pentaerythritol Tetranitrate 
vials “of 50 mate (200 mg.) and 
pentaerythritol tetrani (10 mg.) *Trademark 
i 
1 
| 


ect of meprobamate. in 
tr ation meproba 


and Pesk, We 


wrse 


release 


capsules 


1.Meprobamate is more widely prescribed than any 
other tranquilizer. Source: Independent research 
organization; name on request 

2. Baird, H. W., Il: A comparison of Meprospan 
(sustained action meprobamate capsule) with other 
tranquilizing and relaxing agents in children 
Submitted for publication, 1958. 


Literature and samples on request 


TRADE- MARK CME-72326 


Meprospan: 


Itown®) capsules 


Two capsules on arising last all day 
Two capsules at bedtime last all night 


relieve nervous tension on a sustained 
basis, without between-dose interruption 
“The administration of meprobamate in 
sustained action form [Meprospan] produced 
a more uniform and sustained action... 
these capsules offer effectiveness at 
reduced dosage.’”’ 


Dosage: 2 Meprospan capsules q. 12 h. 
Supplied: 200 mg. capsules, bottles of 30. 


*WALLACE LABORATORIES, New Brunswick, N. J. 
who discovered and introduced Miltown® 
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OTOLARYNGOLOGIST, OPHTHALMOLOGIST AND 
pediatrician—Board certified or qualified to join es- 
tablished 17 man group in new building in three college 
city of 70,000; three modern hospitals with open staffs; 
200,000 surrounding to Minnesota 
lake resorts. Box 7015 C, 


WANTED GENERAL PRACTITIONER TO TAKE 


over active general practice; staff privileges immedi- 
. ilable in two hospitals; Billings, Montana. 
C. AMA; background information and 


starting date, first letter 


PHYSICIAN WANTED—OBSTETRICIAN-GYNECOLO. 
gist; Board eligible or certified; oreferably 35 or under 
to join eleven man specialist group in growing west 
Texas city of 30,000; starting salary 15,000; cK pive 
full details in first letter. F. W. Lurting, MD, 811 Ma 
Street, Big Spring, Texas. 

PATHOLOGIST—-RECENTLY BOARD CERTIFIED OR 
toard eligible; to help in busy combined hospital and 
private practice of pathology; suburban location with all 
metropolitan advantages, northeast. Box 6967 % 
AMA 

SOUTHERN CALIFORNIA EXPANDING CLINIC DE- 
sires outstanding Board eligible or certified orthoped- 
ist; gynecologist and obstetrician, rheumatologist; sal- 
ary from $12,000 a year; unlimited opportunity for 
partnership. Box 6963 C, % AMA. 

ORTHOPEDIST AND UROLOGIST—BOARD CERTI- 
fied or qualified to join established 17 man group in 
new building in three college city of 70,000; three mod- 
ern hospitals with open staff; 200,000 surrounding popu- 
lation adjacent to Minnesota lake resorts. Box 7014 C, 


PSYCHIATRIST WANTED—MOWER COUNTY MEN- 


tal Health Clinic; sa'ury $16,000 to $18,000; private 
practice permissible in addition; requirements: Board 
Certification or eligibility. Contact: P. Van Cleve, 
MD, Austin Clinic, Austin, Minnesota c 


PHYSICIAN WANTED — 55 TO 60 MILES FROM 
Chicago; in community of 4,000; only one doctor now 
available; excellent room for offices and living quarters 
on Seen corner; excellent opportunity. Box 7012 C, 
So A 


PHYSICIAN — GENERAL PRACTICE: URGENTLY 
needed; hospital; community will help financially; re- 
sort; wonderful climate; fishing; mountain scenery; 
fastest growing tourist-recreational area in United 
States. Box 6587 C, % AMA. 


WANTED—GENERAL PRACTITIONER FOR 45 BED 
modern, well equipped hospital and clinic in west Texas 
to associate with small group; liberal free time and 
vacation; starting salary $15,000 annually with excel- 
lent opportunity for advancement. Box 7030 C, So AM 


WANTED GENERAL PRACTITIONER TO TAKE 
over going practice in town of 1,500; rent or buy equip- 
ment and building; terms; leaving to specialize. T. V 
Niemann, MD, Brooklyn, Lowa Cc 


CALIFORNIA MEDICAL BUREAU AGENCIES—FOR 
physicians placements and hospitals and medical proper- 
ties for sale. 405 E. Green Street, Pasadena, California, 
and 610 S. Broadway Street, Los Angeles 14, = 

fornia. 


WANTED 


GENERAL PRACTITIONER FOR SMALL 
hospital and clinic; full time; excellent opportunity and 
future; Lister General Hospital, 10040 Yellowstone 
Avenue, Detroit 4, Michigan c 


OBSTETRICIAN-GYNECOLOGIST — WESTCHESTER 
County; new medical arts building; 25 miles from New 
York City; allied Moyet’ in already; excellent oppor- 
tunity. Box 6805 C, % AMA 


WANTED— OPHTHALMOLOGIST; BOARD ELIGIBLE; 
midwest clinic; 17 men; area 250,000; associated with 
Board men; salary open; eventual parine srship possible. 

tox 7000 C, % AM 


TEN MAN GROUP—EXCELLENT HOSPITAL FACIL- 


ities; needs certified urologist; start at rate of $18,000 
per ye ene Morris, MD, Indio, California, 
phone collect: Diamond 7-3501. Cc 


WANTED— OBSTETRICIAN-GYNECOLOGIST ; 
certified or Board eligible; town of 30,000; southwest; 
four doctor group: modern, well equipped hospital adja- 
cent to clinic. Write: Box 1010, Shawnee, Oklahoma. C 


TEN MAN GROUP—EXCELLENT HOSPITAL FACIL- 
ities, needs another certified orthopedist; sass at rate 
of $18,000 per year. B. Gene Morris, MD, Indio, Calif- 
ornia, phone cellect: Diamond 7-3501. c 


WANTED INTERNIST; BOARD CERTIFIED OR 
Board eligible; town of 30,000; southwest; four doctor 
group; modern well equipped hospital adjacent to clin- 
ic. Write: Box 1010, Shawnee, Oklahoma. c 


INTERNS AND RESIDENTS WANTED 


The x signifies a hospital approved for internships 
and the + approved for residencies in specialties 
by the Council on Medical Education and Hospitals 
of the A. M. A. Consult Council’s approved list 
for types of internships and residencies approved. 


nerarine INTERNSHIPS AVAILABLE JULY 1, 
959—St. Joseph's Hospitals*+ and Dispensary, Pitts- 
jan Pennsylvania; 200 bed general hospital; compe- 
tent staff men in ali specialties; one year of approved 
internship training and educational program; opportu- 
nities for rewarding staff positions; full maintenance and 
monthly stipend of $400; new modern apartment build- 
ing to accommodate married and single interns; only 
applicants of approved medical schools will be consid- 
ered. Send applications to: Dr. J. Weber, Chairman, 
intern Committee, St. Joseph’s Hospital, 2117 Carson 
Street, Pittsburgh 3, Pennsylvania. D 


ANESTHESIA RESIDENCIES ANNOUNCING TWO 
appointments for first year resident in anesthesiology in 
approved Department of Anesthesia, University Hospi- 
tals of Cleveland*+, Ohio; beginning January 1, 1959, 
for graduates of American Medica! Association approved 
medical schools; stipend and other information may be 
obtained by writing Robert A. Hingson, MD, Director 
of Anesthesia, University Hospitals of Cleveland and 
Professor of Anesthesi Western Reserve University 

2065 Adelbert Road, Cleveland § 


School of Medicine, 
Ohio 


(Continued on page 118) 


BOARD , 


$GO-T and 
SGP-T 


Glutamic 
Oxaloacetic 
and Glutamic 


Pyruvic Transaminase 


according to Cabaud, Wroblewski, et al., 
(Journal of Clinical Pathology, 1956) 


LUMETRON Clinical 
Colorimeter Mod. 401-A 


Cyanmethemoglobin 


Write for Bull. 406; also for instructions 
on Transaminase and Cyanmethemoglobin. 


CHAIR Upholstered, recli 


CABINET 3 Stainless steel, ight drawers, with 


rheostat, = tainer, air regulat 

tubing and cutoff... "$195 
LIGHT « Tel $16. 


CUSPIDOR « wih suction 
CATALOGUE SENT UPON REQUEST 


SURGICAL MECHANICAL RESEARCH, INC. 


1905 Beverly Bivd., Los Angeles 57, Colif. 
ESTABLISHED 30 YEARS 


| in-chief; 


| Clinic, 
| Blue Bird Clinic. 


J.A.M.A., Nov. 29, 1958 
(Books Received Continued) 


Third Tissue Homotransplantation Conference. 
Ann. New York Acad. Sc., vol. 73, art. 3. Editor- 
Otto v. St. Whitelock. Managing editor: 
Franklin N. Furness. Associate editor: Peter A. 
Sturgeon. Conference co-chairmen: John Marquis 
Converse and Blair O, Rogers. Consulting editor: 


Biair O. Rogers. Paper. Pp. 539-868. New York 
Academy of Sciences, 2 E. 63rd St., New York 21, 
1958. 


Mental Symptoms in Temporal Lobe Epilepsy 
and Temporal Lobe Gliomas, with Special Refer- 
ence to Laterality of Lesion and the Relationship 
between Handedness and Brainedness: A Study of 
90 Cases of Temporal Lobe Epilepsy and 253 
Cases of Temporal Lobe Glioma. By Torsten Bing- 
ley. Acta psychiat. et neurol. scandinav., vol. 33, 
supp. 120. Paper. Pp. 151. Ejnar Munksgaard, 
Negrregade 6, Copenhagen K, Denmark, 1958. 


Convulsive Disorders of Children. By Dora Hsi- 
Chih Chao, M.D., Physician and Assistant Director, 
Blue Bird Clinic, Methodist Hospital, Houston, 
Ralph Druckman, M.D., Neurologist, Blue Bird 
and Peter Kellaway, A.M., Ph.D., Director, 
Cloth. $6. Pp. 151, with 25 illus- 
trations. W. B. Saunders Company, 218 W. Wash- 
ington Sq., Philadelphia 5; 7 Grape St., Shaftes- 
bury Ave., London, W. C. 2, England, 1958. 

Pharmacological and Chemical Synonyms: A 
Collection of More Than 8000 Names of Drugs 
etc. from the Medical Literature of the World. 
Compiled by E. E. J. Marler, M.D., M.Sc., Ph.D. 
Second edition. Paper. $5; Hf. 19; £1.16. For 
Excerpta Medica subscribers: $3.50; Hfl. 13.50; 
£1.5.6. Pp. 175. Excerpta Medica Foundation, 
111 Kalverstraat, Amsterdam-C, Netherlands; 2 
E. 103rd St., New York 29, 1958. 


Laboratory Instructions in Biochemistry. By 
Israel S. Kleiner, Ph.D., Professor of Biochemistry 
and Director of Department, New York Medical 
College, Flower and Fifth Avenue Hospitals, New 
York, and Louis B. Dotti, Ph.D., Chemist, St. 
Luke’s Hospital, New York. Fifth edition. Paper. 
$3.50. Pp. 289, with 9 illustrations. C. V. Mosby 
Company, 3207 Washington Blvd., St. Louis 3, 
1958. 


Enzymes in Blood. Ann. New York Acad. Sc., 
vol. 75, art. 1. Editor-in-chief: Otto v. St. White- 
lock. Managing editor: Franklin N. Furness. Asso- 
ciate editor: Peter A. Sturgeon. Conference chair- 

|}man and consulting editor: Laurens P. White. 
Paper. Pp. 1-384, with illustrations. New York 
Academy of Sciences, 2 E. 63rd St., New York 21, 
1958. 


Side Effects of Drugs: Untoward Effects of 
Drugs as Reported in the Medical Literature of the 
World During the Period 1956-1957. Compiled by 
L. Meyler, M.D. Paper. $5; Hfl. 19; ©1.16. For 
Excerpta Medica subscribers: $3.50; Hfl. 13.50; 
£1.5.6. Pp. 194. Excerpta Medica Foundation, 
1il Kalverstraat, Amsterdam-C, Netherlands; 2 
E. 103rd St., New York 29, 1958. 


Breast Cancer: The Second Biennial Louisiana 
Cancer Conference, New Orleans, January 22-23, 
1958. Edited by Albert Segaloff, M.D., Director 
of Endocrine Research Alton Ochsner Medical 
Foundations, New Orleans. Sponsored by American 
Cancer Society, Louisiana Division, Inc. Cloth. $5. 
Pp. 257, with 43 illustrations. C. V. Mosby Com- 
pany, 3207 Washington Blvd., St. Louis 3, 1958. 


Practical Clinical Biochemistry. By Harold Var- 
ley, M.Sc., F.R.1.C., Biochemist, Manchester Royal 
Infirmary, Manchester, England. Second edition. 
Cloth. $6.50. Pp. 635, with illustrations. Inter- 
science Publishers, Inc., 250 Fifth Ave., New York 
1; William Heinemann, Medical Books, Ltd., 99 
Great Russell St., London, W.C.1, England, 
1958. 


Myasthenia Gravis. By Kermit E. Osserman, 
M.D., F.A.C.P., Physician-in-Charge, Myasthenia 
Gravis Clinic, Mount Sinai Hospital, New York. 
Cloth. $10. Pp. 286, with 58 illustrations. Grune 
& Stratton, Inc., 381 Fourth Ave., New York 16; 
99 Great Russell St., London, W. C. 1, England, 
1958. 


Russian-English Medical Dictionary. By Stanley 
Jablonski. Edited by Ben. S$. Levine. Cloth. $11. 
Pp. 423. Academic Press, Inc., 111 Fifth Ave., New 
York 3; Academic Press Inc (London) Ltd., 40 
Pall Mall, London, S. W. 1, England. 1958. 
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liquid pediatric analgesic-antipyretic 


Liquiprin' for children 


TWO SAFETY FEATURES 


1. Salicylamide is well known for its low toxicity index,'-® and the fact that it shows little 
tendency to sensitization. 


2. LIQUIPRIN Salicylamide Suspension is supplied in exclusive non-spill safety bottles from which 
even the most ingenious youngster cannot pour or drink. The medication can only be obtained by using 
the non-breakable calibrated dropper. 


EASY TO USE: 


The convenient liquid form permits the required dose to be easily obtained and accurately measured. 
Children love the pleasant taste—there are no administration problems—even in the home. 
Blends readily with formula or orange juice. 


CLINICALLY EFFECTIVE: 

LIQUIPRIN Salicylamide Suspension has been widely tested in several of the country’s 

leading pediatric hospitals and has been found to provide prompt, effective antipyretic effect— 

especially notable in those cases which do not require specific antibiotic therapy.” 

Proved well tolerated for continued use in studies involving many hundreds of children.” 

LIQUIPRIN Salicylamide Suspension contains 1 gr. salicylamide per cc. It may 

be obtained by mothers, at your direction, without prescription. j 
Recommended dosage: 2 dropper for each year of age, not to exceed CxS 

2 droppers (5 gr.). Each ¥2 dropper contains 1% gr. salicylamide. sy Liquiprin 


THAN ASPIRIN, EASIER 
References: (1) Bavin, E. M.; Macrae, F. J.; Seymour, D. E., and Waterhouse, P D.: J. Pharm. & Pharmacol. 4:872, 1952. 
(2) Hart, E. R.: J. Pharmacol. & Exper. Therap. 89:205, 1947. (3) Way, E. L., and others: ibid. /08:450, 1953. (4) Feeney, G. C.; Carlo, P E., 
and Smith, P. K.: ibid. //4:299, 1955. (5) Ichniowski, C. T., and Hueper, W. C.: J. Am. Pharm. A. (Scient. Ed.) 35:225, 1946. 
(6) Personal communication, Joh & Joh R h Foundation, Oct. 2, 1956.7) Vignec, A. J.: J.A.M.A. /67:1821 (Aug. 9) 1958. 
* Trademark for salicylamide suspension, Johnson & Johnson. 
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its wholesomeness, its 
purity, its quality; loved 


over 100 countries 


COPYRIGHT 1957 THE COCA-COLA COMPANY. 


SIGN OF GOOD TASTE 


REG US PAT OFF 
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There's a natural preference 

\ 


All are in the picture...baby, mother, and physician 


S-M-A provides adequate nutrition for normal health and growth. 
S-M-A Service® .. A specialized program designed to complement the in- 
structions of the physician from the first visits of the expectant mother through 
the months of infant feeding. The Service includes the beautifully illustrated 
and informative ““Your Baby Book”; a personalized Mother's Gift from you; 
“Instructions for Care of Mother and Baby.” 


Additional features of the S-M-A Service include a physician’s handbook, 
““Modern Infant Feeding,” for your personal use. 


*Available without charge from your Wyeth Territory Manager for all obstetrical patients 
in your practice. 


FOOD FORMULA FOR INFANTS 
Concentrated Liquid 
-iVi-A 
nforms to the Instant Powder 
ert g the 
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informatio FOR SOUND INFANT NUTRITION 
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COSA-TETRACYN 


GLUCOSAMINE-POTENTIATED TETRACYCLINE 


CAPSULES ORAL SUSPENSION NEW! PEDIATRIC DROPS 
(black and white) (orange-flavored (orange-flavored ) 5 mg. per drop, 
250 mg., 125 mg. 125 mg. per tsp. (5 ec.) , 2 oz. bottle calibrated dropper, 10 cc. bottle 


COSA-TETRASTATIN® capsuces (black and pink) 250 mg. Cosa-Tetracyn 


plus 250,000 u. nystatin 
glucosamine-potentiated tetracycline with nystatin 


antibacterial effectiveness plus added protection orat susPENSION 125 mg. per tsp. (5 cc.) Cosas 
against monilial superinfection Tetracyn plus 125,000 u. nystatin, 2 oz. bottle 


Proven in research 


1. High tetracycline serum levels 
2. Consistently elevated serum levels 
3. Well-tolerated, physiologic potentiation 


And now in practice 


4. Rapid clinical response 


5. Unexcelled toleration 


Pfizer 


Science for the world’s well-being PFIZER LABORATORIES Division, Chas. Pfizer and Co., Inc. Brooklyn 6, New York 


REFERENCES: 1. Carlozzi, M.: Ant. Med. & Clin. Therapy 5:146 (Feb.) 1958. 2. Welch, H.; Wright, W. W., and Staffa, A. W.: 
Ant. Med. & Clin. Therapy 5:52 (Jan.) 1958. 3. Marlow, A. A., and Bartlett, G. R.: Glue osamine and le -ukemia, Proc Soc. 
Exp. Biol. & Med. 84:41, 1953. 4. Shalowitz, M.: Clin. Rev. 1:25 (April) 1958. 5. Nathan, L. A.: es h. Pediat. 75: 251 (June) 
1958. 6. Cornbleet, T.; Chesrow, E., and Barsky, S.: Ant. Med. & Clin. Therapy 5:328 (May) 1958. 7. Stone, M. L.: : Sedlis, As 
Bamford, J., and Bradley, W.: Ant. Med. & Clin. Therapy 5:322 (May) 1958. 8. Harris, H.: Clin. Rev. 1:15 (July) 1958. 


*Trademark 
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FOR THE 


PHYSICIAN AND HIS PATIENTS 
WITH DRY, SENSITIVE SKIN...... 


NIVEA CREME 
NIVEA SKIN OIL 


and superfatted 


BASIS SOAP 


Trial supply on request 


LABORATORIES, 


SOUTH NORWALK, CONN., 


| INTERNSHIPS JULY APPROVED ROTAT 
ing; excellent salary; apart nts available; near Phil 
adelphia; graduates approved medical  scho or 
ECEMG certification only. Apply: Norman W. Skillman, 


INC. 


MADE BY THE MAKERS OF ELASTOPLAST @—THE ORIGINAL ELASTIC ADHESIVE 


FOR NEXT ext Great SCHEDULING 


DAILY LOG 


The Daily Log for Physicians is a common- 
sense bookkeeping system that requires no 
special training — yet stops ‘‘profit-leaks”” 
and protects against tax troubles. Fully 
dated — looseleaf — inexpensive. A 
standard record keeping system of the 
profession since 1927. Satisfaction guar- 
antee 
Regular Edition — one 36 line page a 
day, one volume, dated for calendar year 
1959 — $7.75.‘Double Log Edition 
two facing pages of 36 lines for each day, 
two volumes, dated for calendar year 
1959, per set — $13. 

ORDER DIRECT OR WRITE FOR 

MORE COMPLETE INFORMATION 


THE COLWELL COMPANY 


236 University Ave., Champaign 


SWIVEL-TIP 
~ INTRODUCER 


TRIPPE 


PRODUCTS CO. 
BOX 216. HARTSDALE, NW. Y. 


4 ORIGINAL TRIPPE 


| WANTEIL 


| WANTED—RESIDENT PHYSICIAN FOR 40 BED HOS- 


iw — PEDIATRIC RESIDENT; JANUARY 


J.A.M.A., Nov. 29, 1958 


(Continued from page 112) 


HOUSE OFFICER INTERNAL MEDICINE; AVAIL 

able July 1, 1959; in a 650 bed hospital for long term 
affiliated with the University of Cincinnati 
College of Medicine; positions available are for one 
chief resident and three assistant residents; salary from 
$400 to $500 per month, and full maintenance: appli 
cant must be a graduate from a Class A medical col 
lege and must have completed a minimum of one year 
of internship in an AMA approved hospital. Write: Mr 
M P. Packwood, Superintendent, Drake Memorial 
Cincinnati Ohio D 


Hospital, 16, 


PATHOLOGY —FOUR YEAR APPROVED RESIDENCY 
in morbid anatomy and clinical pathology; approxi 
mately 11,000 surgicals and 180 autopsies performed pe 
year; staf? includes pathologist-in-chief, associg 
thologist and assistant pathologists; full time 
ist, microbiologist and part-time hematologist 
communications to: Dr. Tobias Weinberg, 
in-Chief, Sinai Hospital*+ of Baltimore, 
Maryland 


PEDIATRIC RESIDENT—-ARE YOU JUST GE 
out of Armed Forces; need a position until July 1, 195 
position in pediatric OPD immediately available due 
uncontrolled circumstances; time available for study and 
clinical research; minimum training requirement one 
year pediatric residency; salary $275-300 month. Con 
tact: Blair E satson, MD, University of Mississippi 
School of Medicine* +, Jackson, Mississippi ID 


RESIDENCIES IN OBSTETRICS GYNECOLOGY Ar 


proved 250 bed general hospital in San Francisco: two 
year approval; la out-patient department and clinic 
service; stipend § per month first vear plus mainte 

nance. Contact: Director of Medical Education, St 
ne s Hospital, 1580 Valencia Street, San Francisco 
California 


IST OR 2ND YEAR RESI 
hospital 
ly 


CLINICAL PATHOLOGY 
dent; fully approved 800 bed active resear 
well organized training program; 250,000 ¢ 
includes steroid, enzyme and _ histoe he m 
phoresis; hormone assays and radiois Des yn 
ector of Laboratories, Jewish Chronic Disease os 
pital+, 86 East 49th Street, Brooklyn 3, New York ID 


APPROVED CHIEF MEDICAL RESIDENCY AV AIL 
able July 1, 1959; licensed to practice 
xraduate approved Grade medical School: 
$2,550 plus maintenance; 800 beds. Dr hi ‘ 
land Medical Centere+, Newark City Hospital, New 
ark 7, New Jersey Db 


Director, Chester County Hospital, West Chester, Penn 
sylvania D 


RADIOLOGY RESIDENCY FULLY APPROVED 
year diagnostic and therapeutic radiology, radiotherapy 
and radioisotopes, 506 bed general hospitale+ with 
fully approved teaching program in all major special 
ties. For information write: Director of Medical Edu 

ation, De Paul Hospital, N 1k 5, Virginia D 


TWO RESIDENTS FOR A TWO YEAR 
approved anesthesiology service for 400 bed teaching 
hospitals¢+ in New York City; we require graduation 
from an approved medic =~ school and an approved in 
ternship. Box 7051 D, % AMA 


pital and clinic; starting salary $6,000 with complete 
maintenance; Texas license required; excellent oppor- 
tunity for advancement; location: West Texas. Box 
7078 D, % AMA 


RESIDE — 50 BED GENERAL HOSPITAL; CENTRAL 

Flo Bae a month, plus maintenance; license not 
; Wanted general practitioner, pediatrician, 
internist, ENT specialist eligible for license; salary 
open. Osceola Hospital, Kissimmee, Florida dD 


PSYCHIATRIC RESIDENTS — NEW PLAN PAYING 
$41,360 offering three years fully approved training in 
a university psychiatric institute followed by 2 years’ 
supervised experience; open only to gradua ~ of ap- 

proved medical colleges. Box 7040 D, % AM 


AVAILABLE JULY 1, 1959 APPROVED PATHOLOGY 
residency in large general hospital. Contact: Medical 
Director, San Joaquin General Hospital*+, French 
Camp, California, for details. D 


RESIDENTS—-2; GENERAL PRACTICE; NEW 50 BED 
general hospital suburban Philadelphia; salary open: 
dependent on qualifications. Apply: Administrator, 

Haverford Hospital, Havertown, Pennsylvania. Db 


OPENINGS FOR THIRD YEAR LEVEL GENERAL 
surgery residency in a four year approved program to 
of medical schools only. Reply: Box 
7035 D, % AMA 


OPENINGS FOR FIRST YEAR SURGICAL RESI- 
. y; four year approved program to graduates of ap- 
Reply: Box 7034 D, % 


proved medical schools only. 
AMA. 


1, 
excellent service and teaching 
D, MA 


ONE YEAR ROTATING INTERNSHIP — AMA AP- 
proved; new program in hi 
medical education and research department staffed by 
35 carefully selected physicians who provide bedside an 
ragaat teaching in specialties ; full time staff members 
y, medical ed radiology, all of whom 
have university faculty appointments ; all patients teach- 
ing cases; active service department and clinics for 
interns; courses available nearby graduate — 
school; several conducted in hospital, tuition paid b 
hospital; interns invited twice monthly for Gran 
Rounds at outstanding New York Hospitals; hospital 
located 20 miles from New York City; limited vacancies 
for period July #, 1959-June 30, 1960 ; $125 monthly 
and maintenance. Write: Charles R. Ream, MD, Saint 
Elizabeth Hospitai*, Elizabeth 2, New Jersey. Do 


RESIDENCY — INTERNAL MEDICINE; 1,300 BED 
general hospital+; 3 year; teaching unit; Baylor Uni- 
versity College Medicine ; female, private out-patient 
medicine; includes all subspecialties under supervision 
of Board certified specialists; stipend $3,250 to $4,165; 
radioisotopes, pulmonary function, i arch, etc; must 
be S. citizens or graduates of U. r Canadian med- 


U. 
ical schools. H. D. 


Bennett, MD, Veterans 


tion Hospital, Houston, Texas. 


| | 
| 
— 
| 
| 
2 
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HOUSE DOCTOR WANTED 
hospital, plus 36 bassinets; 
Commission on Accreditations of 
over 60 doctors; large service 
active emergency room; plus a large mate 
the hospital is located between two busy highways; plus 
many heavy industries; therefore, this brings about a 
considerable amount of accidents; house staff consists of 


fully accredited by the Joint 
Hospitals; staffed by 
with a very 
rnity section; 


four doctors rotating on different service each month; 
good salary with excellent living conditions; preferably 
single doctors. Apply: Dover General Hospital, Jardine 
Street, Dover, New Jersey, attention: C ’. Barker, 
Director D 


RESIDENCIES IN PSYCHIATRY—UNIVERSITY OF 
Oklahoma Medical Center; three year approved training 
provides broad experience in dynamic psychiatry with 
intensive psychotherapy of in-patients and out-patients; 
physiological and pharmacological therapies ; neurology; 
child psychiatry; social and preventive psychiatry; be- 
havioral sciences; psychoanalysis; psychosomatic medi- 
cine; residents participate in research and teaching; 
optimal supervision, excellent case material; complete 
curriculum; stipends first year $4,500; second year 
$5,000; third year $5.000; applications now being con- 
sidered for residencies ge July, 1959. For details 


write: Louis Jolyon West, Professor of Psychiatry. 
University of Oklahoma Senest of Medicine and Uni- 
versity Hospitals, 800 N. E. (3th Street, Oklahoma 
City 4, Oklahoma 0 


BARNES HOSPITAL*+; 3 YEAR AP- 
proval; versatile residency offering 
psychotherapy; excellent opportunities for research, 
training in neurology, recognized child guidance 
outpatient and inpatient therapy in new 

psychosomatic 
medic ine; ck 


PSYCHIATRY 


maintenance. Write: E. F Gildea, MD, 
Department of Psychiatry and Neurology 
University Medical School, St. Louis, Missouri 


APPROVED THREE YEAR RESIDENCIES IN PSY- 
chiatry—New GM&S hospital, well organized teaching 
program; affiliated with Washington University School 
of Medicine; all types of psychiatric experience repre- 
sented; including supervised dynamically oriented psy- 
chotherapy. psychosomatic medicine, child guidance, 
etc.; approved training in psychoanalysis available lo- 
cally: full time director of training is member of the 
American Psychoanalytic Association; attractive career 
residency program available; citizenship required. Write 


o: Dr. Bernard A ruvant, Veterans Administration 
Hospital, 915 North Grand Avenue, St. Louis 6, Mis- 
sourt. 


RESLDENC AVAILABLE; MODERNLY EQUIPPED 
16 bed ¢ &S fully approved Veterans Administration 
Hospital +; affiliated with Northwestern University Med- 
ical School; openings for residents in internal medicine, 


general surgery, pathology, physical medicine and re- 
habilitation, diagnostic and therapeutic radiology, neu 
ropsychiatry, available January 1, 1959, and July 
1959; and a 
schools; o $5,545 write 


tion 
terans iministra 


Director, Professional Services Ve 
; m Street, Chicago 


tion Research Hospital, 
11, Hlinois 


HOSPIT 


PATHOLOGY RESIDENCY HARPEI 


Detroit 1, Michigan; vacancy immediately; ¢ 
four years in both 4 eal and clinical 
635 bed general non-p hospital® +; 
and 7,000 eve sore three full time Board 
Certified pat he s full tim Board eligible 
e Ph.D. Clinical chemist; 
with Wayne State | niver 
beginning stipend $275 
John R McDonald, 
and Research D 


RESIDENT IN PATHOLOGY SALARY $400 PER 
month first year; graded increases of $25.00 per month 
each succeeding year to $475 the fourth year: full main- 
tenance; available for one to four years training; four 
year Board approved large departmentalized routine and 
research taboratory: 675 bed general hospital; 6,000 
surgicals and 300 autopsies per year; under supervision 


of two pathologists certified in pathologic anatomy and 
clinical pathology: available 
C. Grauer, 
eral 


July tst. Apply: Dr. Robert 
Laboratory, Allegheny Gen- 
Pennsylvania. 


Director, Singer 
Hospital, Pittsburgh 
RANS ADMINISTRATION HOSPITAL, ANN AR 
Michigan, a general medical and surgical he ospita 
available; psychiatric residenc t 
University of Michigan 


positi 


offering 


ldren’s residential 
rican cit 
Manager, Veterans Ad 


new ch 
must be an Ame 


MD, 


Arbor, Michigan 

NEUROLOGY RESIDE NCIES AND igh 
year Board approval* Jackson Mer Hospital 
the prima teaching f ate of the University tf Miami 
School of Medicit 1) bed gen i] hospital with active 
iching ser «; basic science training 
oxy und neuro-ophthalmolog EEG 

ogy training; stipend st vear $2,500 

O00, third vear $3,500 with maintenance 

tz Scheinberg, Jackson Memorial Hos 
la Dd 

PSYCHIATRIC RESIDENCY VACANCIES Ar’ 


proved three year regular residency in conjunction with 
Nort hwestern University medical school; extensive train 
ng program in clinic il ational coun 
saiary range 

esidents 

iting distance from Chi 

zenship required Ww ite: Manager, Veterans 


North 


Downey, 


ation Hospital, 


Chicago, 


Illinois 

PRECEPTORSHIP TR AINING IN A Je ARG E CANCER 
research teaching hospital ie y val Sani for 
surgery residents who n i of additional 
major surgery, and who wish to participate in investi 
gative work in an academic at tM apne re urgical teach 
ing beds total 210; stipen f 


mation 4 cal 
Residence Roswell Park institut e 
suffalo 3, York D 


INTERNSHIPS — ROTATING; EIGHT AVAILABLE; 


Committee 
New 


July {, 1959, in 330 bed modern general hospital+ 
AMA approved: stipend $200 per month plus full main- 
tenance; unusual opportunity to work with Board men 


in all specialties and includes staff teaching and regular 
conferences on all services. Apply : Director, The Niagara 
Falls Memorial Hospital, Niagara Falls, New York. D 


FOR 152 BED GENERAL | 


supervised dynamic | 


Washington | 
D 


. for adequate 
preparation prior to 
proctosigmoidoscopy’ 


FLEET® 


ENENA 
Disposable Unit 


also for pre- and post- 
operative cleansing, 
and as an effective 
routine enema in 
hospital or home 


Anatomically correct rectal 
tube? extends just past the 
internal anal sphincter, min- 
imizes injury hazard. Each 
unit contains, per 100 cc., 
16 Gm. Sodium Biphosphate 
and 6 Gm. Sodium Phos- 
phate in hand-size ready-to- 
use plastic squeeze bottle 
with pre-lubricated tip. 

1. Crumpacker, E. L., et al.,. AMA 

Arch. Int. Med., 98:314, 


2. Palmer, E. D., “Clinical Gastro- 
enterology”’ Hoeber-Harper. 


c. B. FLEET CoO., INC. 


Lynchburg, Virginia 


also makers of 
OIL RETENTION ENEMA® 
(FLEET) 


PHOSPHOSSODA 


(FLEET) 
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MEDICINE; 1,300 BED 
Univer 


INTERNAL 
general hospital+; 3 year teaching unit, Baylor 


schow 


s 
medical I 
Hospital, TH 


ministrat 


on 


ava n 222 1 I 


ailable July 


maintenance 


dents pportunity to Soar i 
cialties Apply Director of Medical Education, 
Francis Hospital, Honolulu 14, Hawaii D 


RESIDENCY 


NEUROLOG 4. 
Center, Unive 


\labama 


opening July 1, 1959 


ABAMA AL 


eal Scho 


$2 prog les 

medica nt I 
MPD, Division of Ne i 
na, Birmingham, Alabama D 


GENERAL SURGERY RESIDENCY 


New 
D 


eranms Adi 
Orleans, 


APPROVED INTERNSHIP AND TWO YE AR RESI 
dency in pathology; clinica ind = anat cal ap 
proved 250 bed general hospital in San Fran 
pend $ plus 1 


re ol Ik i n t 
1580 Valencia Street, San Francisco, Ca 
fornia D 


APPROVED RESIDENCIES IN MEDICINE, PSYCHI 
atry, pathology—Availabie January |, 1959: 684 bed 
county hospitale+ near New York City: exceptional 
educational opportunity; only applicants who have com- 


pleted one year approved internships will be consid- 
ered; stipend $200 monthly plus complete maintenance 
Apply: Sanariataneent, Bergen Pines County Hospital, 
Paramus, New Jersey. 0 
INTERNSHIPS, GENERAL ROTATING—APPROVED 
2 em pital in San | neix large out 
‘ t $ 
Ss maintenan ADE i residencies in 
vy. Conta M I 
Host 1580 Vaiencia San 
nia Dd 
PATHOLOGY-—PATHOLOGIC ANATOMY; 200 RED 
general hospital* are eastern metrop tan 1 
ipproved ; activ n 
‘ ng ible J 
e patl cinning patl K 
esident; good sala Close pe n i h. App 
6928 D, % AMA 
PRACTICE RESIDENCY 
proved; one years In modern 48 
h t 
co nt 
n l and i 
> ith pilus meals indry 
1 Memorial Hospital, 602 


Xas. 


TWO AR APPROVED RESIDENCY 
Northern ¢ alifornia ; rogram with 
1 pedia ippoir nts 
! liately and th whopt vea Ca nia 
ligibility required; salary $390. Con 
xander King, MD, Chief, 'Pedia Depa 
tise Foundation Hospital+ Oakland 
D 
RESIDENC IES—INTERNAL MEDICINI ACTIVI 
vad general hosp ved residency 
t alists aching ila $ 
ing lepending upon y rair 
ing and y eligibl Ca nia 
rite: Director « aueation, Kaiser Foundation H 
pita W Mac Arthur Bivd Oakland 11, Ca 
fornia D 
RADIOLOGY RESID! NCY AVAILABLE NOW, For 
novi trained siden year 
Approve i nosis ul topes, full 
i xis The Cl 
xo M nit nth 
sundry Nadelha 
‘ Radiolog M spital, Ca nia 
and h, Cl ago 8, Illin D 
PATHOLOGY RESIDENCY ol SAN 
D Ca nia bed hospital*® train 
ng ; full fou 
pat! 2 pat va 
cancy and ne vacancy July V5 Dera salary 
Writ D. A. De Sant “is Merc ii 
pital, San Dicgo Ca nia D 


ANESTHESIOLOG Y R ESIDENCY APPROVED FOR 
t 


vo yea ne st and second ir now a 
Direc Moun Zio ar Med 
Cent 600 Divisadero 8S t, San | neis¢ Ca 
fornia 
ONE OR TWO YT RESI 
lency fu x he equ ments tor th ! rican 
soard Anes s gy certification tipend first y 
$2,400; second year $35,000. Writ t Db ly \ 
Hand Francis J. Audin, Depart of An 
hes uy, New England Deaconess Hx i Boston 
Massachusetts 


RESIDENCIES*+ — 


charity ser and 


MODERN 236 


clinics 


BED HOSPITAL, 
vant to 2 


Write Intern ike side 
Hospital, Huntingt 


West 


(Continued on next page) 


ts; stipend $3,250 to $4,165; 
rad function, research, ete. ; must 
of I Ss Canadian 
Bennett, MD, Veterans Ad 
n per hs full 
\ 
‘ 
‘ a resident ; sala 
prerequisite 
College of Ala 
; FULLY AP- 
proved four year program affiliated with Louisiana State 
Vy University and Tulane University Medic Se} sa 
i“ ary begins at $5,250 grading up to $4,945; app ations 
4 are now being received for July 1 50 ust be citizen 
of United States. Write: Chiet of Surgical Service, Vet 
nistration Hospital, 1601 Perdido Street 
ijn 
ail 
VET 
be 
cre nar | 
p nee n an approved | 
vehiatric treatment center; 
Write: Panl M. Ireland 
il Ann 
| 
| 
i time director medical educa 
st year, $75 housing allowance ' 
Cabell Huntington 


120 
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CHIEF RESIDENT PHYSICIAN IN INTERNAL MED- 
icine—Approved service; available July |, 1959; to su- 
pervise house staff of 35 physicians; 684 bed county 
hospital: unusual opportunity for clinical experience; 
salary $300 monthly plus complete maintenance and 
uniforms. Apply: Superintendent, Bergen Pines ates | 
Hospital, Paramus, New Jersey. 


RESIDENCIES IN INTERNAL MEDICINE — AP- 
proved 250 bed general hospital in San Francisco; three 
year approval’ large outpatient department and clinic 
service; stipend $525 per month first vear plus mainte- 
nance. Contact: Director of Medical Education, St 
Luke’s Hospital, 1580 Valencia Street, San Francisco, 
California D 


SURGICAL RESIDENT—LARGE COUNTY HOSPITAL: 
near New York City: available July 1t, 1959; excellent 
educational service; stipend $200 monthly plus complete 
maintenance; applicants must be graduates of approved 
medical schools plus one year approved internship. 
Apply: Superintendent, Bergen Pines County Hospital, 
Paramus, New Jersey. D 


PITTSBURGH — PSYCHIATRiC RESIDENCIES; 2 
year approval; third year by arrangement with Univer 
sity of Pittsburgh Medical School; opportunity for 
personal analysis exists; begin at $5,000 and up; full 
maintenance available; selections being made now; 
residency starts July 1, 1959. Write: Superintendent, 
Mayview State Hospital, Mayview, Pennsylvania D 


RESIDENCIES—FULLY APPROVED; 377 BED GM&S 
Veterans Administration Hospital; affiliated with the 
Johns Hopkins University and University of Maryland 
Medical schools; internal medicine and general surgery; 
salary $3,250-$4,945. Address inquiries to: Director, 
Professional Services, Veterans Administration Hospi 
tal, Fort Howard, Maryland D 


APPROVED RESIDENCIES IN MEDICINE, IN NEW 
research hospital+ for cancer; excellent facilities for 
clinical training, active investigative programs in 
hematology, metabolism, cancer chemotherapy; affilia 
tion with medical school; salary $3,810 to $4,370 
Write: Chairman, Medical Residency Committee, Ros 
well Park Memorial Institute, Buffalo, New York D 


ANESTHESIOLOGY RESIDENCY—APPROVED TWO 
year program in 450 bed general hospital; broad clinical 
experience available’ stipend $260 to $310; applicants 
must be eligible for California licensure. Apply: Milton 
J. Chatton, MD, Medical Superintendent, Santa Clara 
County Hospitale+, San Jose-Los Gatos Road, San 
Jose, California D 


INTERNAL MEDICINE RESIDENCY—APPROVED 3 
vear productive teaching program; modern medical 
center for 127,000 members; 20 fulltime internists; sti 
pend $3,780 to $4,980 with total family medical care; 
4th year status to $6,840. Contact: C. C. Herbert, MD, 
Kaiser Foundation Hospital*+, 2425 Geary Blvd., San 
Francisco, C ali fornia D 


J.A.M.A., Nov. 29, 1958 


APPROVED YEAR | OBSTETRICAL OPENING—A 350 BED GENERAL 


internship January |, 84 bed county hospital«+ hospital in Massachusetts; with teaching affiliations has 
near New York City; educatiunal opportu. opening for applicant desiring 18 months training in 
nity; only applicants of approved medical schools will straight obstetrics with full Board accreditation; service 
be considered; stipend $100 monthly plus complete to start January, 1950; the service has about 3,000 
maintenance. Apply: Bergen Pines County Hospital. deliveries a year. Apply to: Box 6933 D, % AMA 
Paramus, New Jersey. o 
WANTED MEDICAL RESIDENT; ROTATING IN 
PEDIATRIC RESIDENCY SAN FRANCISCO; TWO terns; residency available January 1, 1950; internships 
year approval; full time staff Board Certified pediatri- December 15 or January 1; 240 bed general hospital; 
cians in teaching program; active service with rooming- stipend $175 to $200; full maintenance including furn 
in experience; available ished apartment Apply Intern and Resident Com 
California license required. Contact: Chief, Pediatrics mittee, Ravenswood Hospital, Chicago, Illinois D 
De partme Kaiser Foundation Hospity San Fran- 
cisco 15, California. D | PATHOLOGY—FOURTH YEAR RESIDENT FOR JULY, 
1959, who could quality for position of assistant path 
RESIDENCIES IN PEDIATRICS — APPROVED 250 ologist the following vear; Chicago hospital, four years 
bed general hospital*+ in San Francisco; two year approved residency; very active service; salary open. Box 
approval; large outpatient department and clinic serv- 6990 D, % AMA 


ice; stipend $325 per month first year, plus mainte- 
nance. Contact: Educational Committee, St. Luke's 


fornia stipend $275 monthly plus room, uniforms and laundry 

services. Apply office of the Director, Aultman Hos 
ANESTHESIOLOGY RESIDENCIES — APPROVED 2 pital* +, 625 Clarendon Avenue, 8. W., Canton, Ohio. D 

year active teaching program with unusually wide ciin- 

ical experience; opportunities for clinical, teaching and RESIDENT PHYSICIAN 117 RED GENERAL HOS 


research appointments in hospital and medical college 
after completion of training. Write: C. M. Landmesser, 
MD, Director of Anesthesiology, Albany Medical Center, 
Albany, New York Dd 


pital; $300 per month plus mai copie pee must be grad 
uate AMA approved school; s: December, 
1958. Apply: Administrator, The y »spits al, Ridge 
wood, New Jersey D 


SSIDENCY IN MEDICINE—POSITION AVAILABLE ‘CAR > 

1, 1959, for graduates of American PEDIATRIC CARDIOLOGY FELLOWSHIT 
Schools only; 625 bed hospital with large charity load ate opening for trainee in all phases of pediatric 
and rotation through the major sub-specialties. Address ology; first citizenship papers and prior pediatric 1 
inquiries to: Director of Post-Graduate Training, ing required. Departms nt of Pediatrics, Southwestern 
Tampa General Hospital, Tampa, Florida D Medical School, Dallas, Texas D 


OPHTHALMOLOGY RESIDENCY -VACANCY AT Sh 


RESIDENCIES IN SURGERY-—APPROVED 250 BED i third Ge A 
general hospital in San Francisco; three year approval; on ag 
large out-patient department and clinic service; stipend | Op or Unis rsit \ al 
$325 per month first year plus maintenance. Contact: | Ww Was hington 


Director of Medical Education, St. Luke's Hospital*+, 


1580 Valencia Street, San Francisco, California dD 
PATHOLOGY RESIDENTS—JULY, (959: 550 BED 
general hospital; full approval: medical school appoint- 


GENERAL PRACTICE APPROVED; EXCELLENT ment and active affiliation. Apply: Dr. Richard G 
teaching program and training facilities in modern hos- | McManus, Institute of Pathology, Western Pennsylvania 
pital* +; 4 beds and 40 bassinets; beginning monthly Hospital, Pittsburgh 24, Pennsylvania. D 
salary $250 if single, if married $300; free housing 
Write: Director of Medical Education, Oakwood Hos- | -PROVED 1D LESIDE 
pital, 18101 Oakwood Boulevard, Dearborn, Michigan. D | third potions ) 50: 

| 800 bed hospital* offers ware erviee, elin 

PULMONARY DISEASE 4th YEAR RESIDENCY +; | directed training program; stipend $825 to $450. Box 
AMA approved; part of fully approved program in In- | 6960 DD, % AMA 


university appointment; research op 

bed general hospital, southwest; APPROVED PATHOLOGY RESIDENCY—APPROVED 

zen or graduate of U. S. or Canadian residency July 1, 1959: 300 hed general hospital: 
AMA 


ternal Medicin 
portunities; 1 
must be UL S 
medical school; 


salary $4,945. Box 69090 D, % suburb of New York City: salary $200 monthly plus 
complete maintenance; Apply: Administrator, Engle- 


APPROVED ROTATING INTERNSHIPS—! YEAR AP- wood Hospital, Englewood, New Jersey. 


proved internships starting July §, 1959; 300 bed | 

general hospital; suburb of New York City: excellent | HIOUSE PHYSICIAN--80 BED GENERAL HOSPITAL 
educational program; salary $!50 monthly plus com- 60 miles north of New York City; immediate opening; 
plete maintenance. Apply: Administrator, Englewood $550 per month plus maintenance. Apply: Administrator 
Hospital, Englewood, New Jersey. Dd The Cornwall Hospital, Cornwall, New York D 


XYGEN is needed outside the hospital... 


LINDE COMPANY (Dept. Z-114) 
Division of Union Carbide Corporation 


30 East 42nd Street, New York 17, N. Y. 


Please send me copies of the pocket-size booklet, 
“Sources of LINDE Oxygen in United States and Canada.” 


ECAUSE of the greatly increased use of oxygen 

—as prescribed by doctors for positive pres- 
sure breathing treatments, the administration of 
aerosolized drugs, and for oxygen therapy —it is 
important to know where oxygen and its admin- 
istering apparatus are available, outside of the 
hospital. 

As a service to physicians, LINDE has prepared 
a list of more than 700 distributors of LINDE oxy- 
gen in the United States and Canada. It has been 
printed in compact form, suitable to carry in 
your pocket, treatment case, or automobile glove 
compartment. 

If you would like a copy of this listing, with- 
out charge, please fill out and mail the coupon 
below. You may have extra copies for your pa- 
tients, on your request. 


You can rely on Oxygen U.S. P. by LinpE— 
producer of highest-purity oxygen for more than 50 years 


UNION 


ADDRESS 


CARBIDE 


TRADE MARK 


| 
| 
| 
| 
| 
| 
| 


The terms “Linde” and ‘“‘Union Carbide” 
{are registered trade-marks of Union Carbide Corporation. 


— 
‘6 
| 
+ 
| 
| 
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PATHOLOGY RESIDENCY—ONE YEAR APPROVAL; 
active general hospital* +; excellent salary; to start on 
or before January, 1959. Write: Pathologist, Wilming- 
ton General Hospital, Wilmington, Delaware. Dd 

WANTED RESIDENTS IN PSYCHIATRY; THREE 

year approved residencies available; large eastern men- 

tal hospital, excellent teaching prograr therapeutic 
procedures, $5,280-—$6,600. Box 6956 D, % AMA. 


LOCUM TENENS WANTED 


LOCUM TENENS WANTED MIDWEST UNIVERSITY 
health service requires services of physician interested 
in clinie type of practice; regular hours, adequate sal 
ary and pleasant environment with possibility of full 
time employment if mutually agreeable. Box 7046 G, 
% AMA 


LOCUM TENENS FOR DERMATOLOGIST’S 
six to eight weeks for February and March, 
qualifications and state salary expected. Box 
G, % AMA 


WANTED 


LOCUM TENENS WORK WANTED 


WILL 
assist several months while you convalesce; take PG 
course or vacation; Board Certifled; licensed tilinois, 
Texas, Wisconsin; available now tox T7080 H c A. 


GENERAL SUBSTITUTE OR 


SITUATIONS WANTED 


MEDICINE; DIPLOMATE, 
raining and experience 

“dical officer, US Army 
Indus practice; seeks surg 

perhaps combined with 

exceedingly fine gentleman 

outs ferences; desires [llinois, prefers 
Chicago area; ear 40's. Woodward Medical Bureau, 
North wv abas h, Chicago 1 I 


SURGEON BS 
including 
years, 


PSYCHOANALYTICALLY 
intensive 
position 

practice; New 
clinical psychologist 
can accompany; available 
AMA 


ORI- 


supervi- 


PSYCHIATRIST-30; 
experience in 


desires 
July, 1959. Box 


PEDIATRIC RESIDENT WITH 
formal training and military 
5 s fe weship in sedentary 
program may be used toward I 
to leave residency because of 
7060 MA 


obligation fulfilled; de- 
pediatric specialty, which 
soard requirements ; foreed 
physical disability. Box 


MEDICAL ADMINISTRATOR—WIDE EXPERIENCE: 
numerous medical command vositions 
U. S. Army: MD, MHA, MA ; desires challenging 
position hospital eeinaien or director education- 
training program: preferably New England. Address: 
Box 6932 1, AMA 

BOARD CERTIFIED GASTROENTEROLOGY AND IN- 
ternal 
research; flu 
sity faculty; 
group or university United States 


biopsy univer- 
ation, par tnership, 
Box 6795 I AMA 


GYNECOLOGIST AND OBSTETRICIAN 
sity trained; Board Eligible: experienced; veteran; early 
thirties; California license; wishes to locate in Cali- 
fornia or gee desires individual or group practice. 
Box 6757 1, A. 


— UNIVER- 


PHYSICIAN —FEMALE; DESIRES LOCUM 
or permanent position; prefers medicine and pediatrics: 
Board in ze ecnatzios in Europe, and one vear residency 
in university rospital in United States; licensed in Ili- 
nois. Box 7063 I, AMA 


TENENS 


INTERNIST BOARD ELIGIBLE; 31; MARRIED; 
military service obligation completed; 
private medical group within 50 mile 
York City; available immediately. Box 

MA 


seeks as- 
7062 I, 


OBSTETRIC GYNECOLOGIST BOARD ELI- 
gible: milit rvice compl dd; married; private prac 
tice expe jence; re lation with individual, 
group or clinic; solo if suitable situation: available on 
short notice. Box 7091 1, % AMA 


PATHOLOGIST 40; FAMILY; CERTIFIED CP; 
Hoard Eligible PA; 7 vears internal medicine experi 
ence before speci consider association 
hospital or alifornia, Oregon or 
Washington 


alizing 
private 
Box 7088 I, A 


IAN CERTIFIED; 29; FAMILY; VET 
university trained; desires termination of solo 
partnership with Board pediatrician(s 
New Jersey, Florida; available now. Box 
MA 


for 
York, 
A 


New 
1, 


GENERALIST 
practice; 12 


CANADIAN 
member lege 
area desired southcentral Atlantic to Pacific: 
in group; congeniality Important ; interesting 
interested reply. Box 7083 1, fA 


solo, Practice ; 
interested 
offer- 


General 


SURGEON — 35: 7 YEARS HOSPITAL SURGICAL 
training including 2 years thoracic; desires group or 
institution, East of Mississippi River; Board Qualified 
thoracic surgery; available July tst. Box 7074 1, 
A 


GENERAL PRACTICE —-WISH TO TAKE OVER GEN- 
eral practice for three years from doctor who is inter- 
ested in returning to p ice after residency; prefer 

tern Pennsylvania. 1037 Macon, Pittsburgh 18, 
Pennsylvania. I 


ANESTHESIOLOGIST 
ate approved medical 
large teaching institution; 
desires location in or near city; 
Box 7070 1, A 


AGE 38; FAMILY; GRADU- 

school; two year residency in 
two years clinical experience ; 
Pennsylvania license. 


GENER- | 


| 
EIGHTEEN MONTHS 


medicine ari ; prio IV; Mavo trained; | 


18 YEARS GENERAL 


STRAINS 


OF 


SPRAINS 


VARIDASE 


Streptokinase-Streptodornase Lederle 


BOARD ELIGIBLE; UNIVERSITY 
znd isotopes, desires hos 
iation in northeast 


RADLOLOGIST. 32 
trained in diagnosis, therapy 
— position or private 

area, Box 7072 1, % AM 


assoc coastal 


GENERALIST--CANADIAN; 39; 
locate; will consider position with challen 
ceutical industry or insurance fleld; opp 
objective; 15 years experience. Box 7082 1, 


GENERAL PRACTITIONER—35; FAMILY; EXPERI 
enced and well trained; wishes to practice in small 
town of two thousand or more with hospital facilities ; 
will consider purchase tox 7076 1, % AMA 

GENERAL PRACTITIONER 

with 


EXPERIENCED YOUNG 
desires permanent association ethical individual 
or group in California, on a minimum and percentage 
basis; available on short notice. Box 7069 I, % AMA 


DIPLOMATE, AMERICAN 
Board of Thoracic Surgery; 
Texas, Ohio, Louisi 


SURGERY 
eligible ; 
licensed in 
MA 


THORACIC 
Board of Surgery; 
thirty-eight ; married ; 
ana, Box 7055 I, A 


POSITION DESIRED 
trician-gynecologist desires 
another young obstetrician Kynecologist or 
beginning July 1, 1959. Box 7036 I, % AM 


PHYSICIAN—20 YEARS IN GENERAL PRACTICE 
desires part time employment or association 50 miles 
radius Chicago; may consider full time if mutually 
agreeable. Box 7065 1, © AMA 


BOARD QUALIFIED OBSTE- 
position as associate with 
with group, 
A 


e REDUCE INFLAMMATORY 
REACTION...SPEED 
RECOVERY PROCESS 


e NOW, SIMPLE 
BUCCAL ROUTE 


ADMINISTRATION: VARIDASE 
Buccal Tablets should be re- 
tained in the buccal pouch 
until dissolved. For maximum 
absorption, patient should 
delay swallowing saliva. 


DOSAGE: One tablet four times 
daily usually for five days. 
When infection is present, 
VARIDASE Buccal Tablets 
should be given in conjunc- 
tion with an antibiotic such 
as ACHROMYCIN® V Tetracy- 
cline with Citric Acid. 


Each tablet contains: 
10,000 Units Streptokinase, 
2,500 Units Streptodornase. 


LEDERLE LABORATORIES 

A Division of 

AMERICAN CYANAMID COMPANY 
Pearl River, New York 

*Reg. U.S Pat. Off. 


SURGEON FULLY TRAINED; AT 
hospitals ra experience de 
association with grour chink 
licensed Florida and Illinois x 7059 I, © A 


GENERAL 


AVAILABLE 
Reply tox 


BOARD ELIGIBLE AND 
desires location or association 


AMA 


SURGEON 
July, 1959 
7066 I, 


INTER 


f 


GENERAL PHYSICIAN—PRIMARY 
desires salaried position; am looking 
opportunity for advance 
in near future. Box 


YOUNG 
est medicine; 
permanent location with some 
ment; southeast; available 
7024 1, § 

AVAILABLE—AMERICAN 
head de — ments, join groups, etc 

‘tice, or associates, 
WI for recommendations. 
Washington, Chicago 


E 

WELL TRAINED THORACIC SURGEON AVAILABLE 
January Ist; three years’ training; general surgery; 
two years’ training, thoracic surgery, teaching hospitals 
Medical Bureau, Burneice Larson, Director, 900 North 
Michigan Avenue, Chicago. 1 

INTERNIST CERTIFIED; 33; UNIVERSITY 
trained; currently on faculty of medica! school; has had 
experience in private practice and industrial medicine; 
desires association with pospitel. clinic; military service 
completed, Box 4858 I, AMA 


BOARD SPECIALISTS TO 
; physicians for pri 
industry, public 
Shay 


(Continued on next page) 
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venue ( 
Specialists in Selection Since 1926 


SURGEON BOARD CERTIFIED; 39; VETERAN; 
family; academic and private practice background, de 
sires opportunity in small to medium sized community; 
solo, gre ay or partnership; available immediately. Box 
6966 I, MA. 


GENERALIST—45; A SCHOOL; NOW IN OVERSEAS 
service wishes to negotiate and interview for purchase or 
partnership prac *‘tiee in Ohio or California; available 
August, 1960. Box 7029 I, AMA 

SURGEON—BOARD CERTIFIED IN GENERAL AND 

surgery; graduated Harvard Medical School 

trained in pediatric cardiology; desire position or 
Box 7017 1, 9 A 


iv5l, 
affiliation 


ANESTILETIST, MD—FIFTYISH; FOREIGN GRAD 
uate; Missouri license; trained at credited hospital in 
anesthesia residency; nine years full time 


anesthetist 
Sox 6973 1, % AM. 


PROFESSIONAL & TECHNICAL AIDES 


wants a location, fee for service 


WANTED—TECHNOLOGISTS: (a) CHIEF: pref qual 
Bact, reg able supv busy tab, 200-bd gen hsp: 
min $53 100! Fla resort loca. (b) MED TECHS: reg'd, 
elig; busy lab, diversified proc: 100 bd apprv'd gen 
hs to $5400: prog sm coll twn 15,000; MW. (c) 

D : 300 bd TBe hsp; to $6000, apt or cot- 
tage; outdoor recr area; NW. (d) TECHS: 8 


to $4800; summer resort twn, Wis. (f) MED TECH: 
225 bd gen hsp expand’g to 350; will occ new lab 
soon; twn 15,000; SE. (g) MED TECHS: ie 
apprv'd vol gen hsp 400 bds; to $4800; vicin NYC. 
1OLOGIST: MS, Ph.D. to hd dept, 

; 550 bd gen “it fully apprv'd; resort, univ city: 
Se. (i) BIOCHEMIST; MS, equiv exp; hd sect, well 
est, 30 dr clinic; r capital, city 30,000; NW central. 
(j) CHIEF MED TECH: apprv'd 120 bd gen hsp; N. 
Engl resort & coll twn. Woodward Medical Bureau, 
Ann Woodward, Director, 185 North Wabash, = 
cago. 


MEDICAL 
training in 


TECHNICIANS 


WITH SPEC IAL ete D 
bacteriology and 


parasitology for 


general hospital with university affiliation; loc: "ia 
lake shore suburb of Chicago; ideal working conditions ; 
no night or week end eall; one month vacation; sick 
leave and insurance efits. Apply: Personne] Director, 
Evanston Hospital, 2650 Ridge Avenue, Evanston, Ili 
nois L 
LABORATORY TECHNICIANS (1) ASCP REGIS 
tered, Florida, $300 month. (2) Private laboratory of- 


fers $400 for qualified technician, Texas. (3) California 
hospital needs 3 technicians; salary to $415 month. (4) 
X-ray technician with some laboratory training. (5) 
tiochemist, research lab. Master's degree chemistry pre 


ferred. Contact: Medical Placement, 15 Peachtree Place, 
N. W., Atlanta 9, Georgia L 
WANTED REGISTERED LABORATORY TECHNI 


laboratory tests, for pri 
Missouri; salary 


cian with training in routine 
vate group clinic in central 
$400; depending on qualifications, excellent working 
conditions. For further details, write: giving training, 
experience and personal data, to Box 7057 L, % AMA 


PHYSICIAN IN DAYTONA BEACH, FLORIDA DE 
sires a technician who has had some experience in bac 
teriological and fungus work; good salary, bonus, and 
excellent working conditions. Box 7045 L, % 1A 


PRACTICES FOR SALE 


CALIFORNIA—INTERNAL MEDICINE; ALLERGY IN 


new Whittier Medical Center; gross over $60,000; al- 
most new equipment with experienced registered nurse 
and secretary-receptionist; fine medical practice in pop- 


& community 
practice to pay 


Angeles suburb; ideal climate 
down payment; 
AMA 


ulous Los 
to work and live in; low 
balance. Box 6983 P, % 


FLORIDA—SOUTH EAST COAST; FULLY EQUIPPED 
medical office for sale; 100 MA x-ray; ECG and ultra- 
sonic; new office building, air conditioned; reasonable 
terms; leaving for residency. Box 6991 P, % AMA 


$1500 A MONTH NET; 
growing community; 
living quarters; 
reasons. Box 


GEORGIA—ATLANTA AREA; 
minimum investment and expenses ; 
good for general practice and surgery; 
parking; will introduce; leaving health 
7064 P, % AMA 


INDIANA—WELL ORGANIZED GENERAL PRACTICE 
grossing $40,000; fourteen room home-office, drugs, and 


three open hospitals; easy terms; will intro 


equipment ; 
1. Box 7081 P, % AMA. 


duce; available June 


PRACTICE; OPEN 
air conditioned com- 
choice 

Box 


KANSAS—WICHITA; GENERAL 
staff hospitals; for sale or lease; 
pletely equipped office with apartment upstairs; 
000 first year; will introduce. 
7061 P, AM: 


— PROSPEROUS SOMERSET HILLS 
practice; equipped office attached to home; open hos- 
pital staffs nearbv; lease for three years at modest 
enre, and practice is yours; to begin residency next 

ly; will introduce beginning next May. Box 6792 P, 
A. 
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GROWING PRACTICE 
country; fully equipped 
hospitals and part time 


NEW 
near 
home 
jobs 


JERSEY UNOPPOSED 
Manhattan in beautiful 
office with X-ray; good 
tox 6613 P, % AMA 


NEW YORK--SALE OR RENT 
aaa excellent opportunity for the 


WITH OPTION TO 


following specialties 


ENT, cardiology, dermatology, orthopedics, psychia 
3 radiology, surgery; luxurious 4 room brick office 
building and 8& room split level home; 

Island; formerly occupied by EENT specialis 
available; excellent location near hospital; convenient 
to everything. Mrs. S. R. Mantell, 311 So. Oyster Bay 
Road, Syosset. Walnut 1-4444 a 
MONTANA LONG ESTABLISHED; VERY LARGE 
income general practice; all branches; pleasant climate 
excellent open staff hospital where allowed to do all 
work capable; completely equipped office, i X-ray, 
laboratory, BMR, ete. ; clinic type bui ding: ample 


for 2 men; good schools; churches; best recreation facili 


ties; easy terms; will introduce; sale or lease Box 
7087 P, % AMA 

OHLO—GENERAL PRACTICE; GROSS 30,000; WELL 
equipped modern air-conditioned office ne new hos 
pital in city of 11,000; many good indust s; leaving 
to specialize; terms available. Box 7084 P, AN 


OHLO--FOR RENT OR SALE; PHYSICIAN'S OFFICE 
and ‘or equipment; office docated on ground floor with 
in one half block of public square in county seat; trad 


ing area people; 
includes x-ra EKG 
Conne Ohio, or 
Ohio 


we pri ictice; equipment 
Contac Galen Rex, Me 
phone No. MeConnelsville, 


SOUTH DAKOTA-—EXCELLENT OPPORTUNITY FOR 


general practitioner or obstetrician-gynecologist in Aber 
deen, city of 25,000 with surrounding area of 100,000; 
office and medical equipment, surg cal instruments and 


available to 
tenth of phs 


records of thirty-flve years active 
gether or separately; being sold due 


t 
Contact: L. A. Aaro, 1522 


sician ‘Damon Court 
Rochester, Minnesota 
APPARATUS ETC. FOR SALE 

FOR SALE ONE GE 200 KV MAXIMOR DEED 
therapy unit in perfect working order; original price 
$0,000, out price, $1,500; one GE 400, V maximar deep 
therapy unit complete in perfect working order original 
price approximately $20,000, out price $5,950; previous 
owner leading radiologist. U, 8 se Supply Cor 


poration, S38 Br New York 3, New 


gonquin 4-3509 


oadway, 


York, Al 
Q 


1958 HEMOGLOBINOMETER (DARE) 


NO HEMOLYSIS @ NO DILUTIONS @© NO REAGENTS 
@ NO WAITING ® Maxima-Minima Fields insure Mini 
mum error. THE RIEKER INSTRUMENT CO., Phila. 30, Pa 


LARGEST STOCK OF USED-RECONDITIONED AND 
rplus X-ray equipment in America; all makes and 
lels of diagnostic and therapy delivered; in 


i, guaranteed and serviced 


for details of 


payment B am and new accessory price 
st: The Kramer X-Ray Co any, Inc., formerly Med 
ical Salvage Co., Inc., 317 E. 23rd Street, New York 10 
New York. 


THE ALL NEW TERRELL RECTAL TABLE; MOTOR 
tilted; circular upon request. Harry Wells, 400 East 
59th Street, New York 22, New York. Qa 


BENEDICT OPERATING GASTR Osc OPER, 
used 4 times. Box 6998 Q, AMA 


FOR SALE 
excellent condition ; 


FOR RENT 


PROFESSIONAL OFFICE BUILDING NOW 
renting; Long Island area in need of physicians and 
dentist; will alter to suit individual needs. W. Frank, 
27 E. Suffolk, Central Islip, Long Island, New York. T 


MODERN 


BEVERLY 
prime office 
decorate 


HILLS PROFESSIONAL 
space available; reasonable 
extensively for reasonable lease 
Beverly Hills, California 


BUILDING; 
rentals; will 
Crestview 


REAL ESTATE FOR SALE 


NASSAU COUNTY LONG ISLAND; PROFESSIONAL 
suite 5 room, separate entrance; attached to solid brick 
colonial; center hall; 4 bedrooms; 24% baths; doctors 


row near shopping : 


ad transportation; splendid oppor 
tunity; leaving state; " 


sacrifice. Box 7039 X, % 


RADIUM 


FOR ALL MEDICAL PURPOSES; 
sold, radium applicators, owned directly 
radiologist. Quincy X-ray — Radium 
Quincy, Llinois. 


RADIUM BOUGHT, 
by physician 


Laboratories, 
Z 


MEDICAL WRITING 


MEDICAL MANUSCRIPT EDITING SERVICE—NON- 
commercial; manuscripts over 5000 words not accepted. 
American Medical Writers’ Association, WCU Building, 
Quincy, Ilinois. 
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| FEWER ANGINAL ATTACKS. 
PROTECTS AGAINST PAIN 


NEW YORK UNIVERSITY 
POST-GRADUATE MEDICAL SCHOOL 


offers 
the following postgraduate courses: 


NEURO-OPHTHALMOLOGY 
Part-time, 9 a. m. to 12 m., January 19 through 23, 1959 


BASIC PROBLEMS IN CANCER THERAPY 
(FOR SURGEONS) 
Full-time, January 19 through 31, 1959 


CLINICAL PHYSIOLOGY: THE APPLICATION OF BASIC 
PHYSIOLOGY TO DIAGNOSTIC AND 
THERAPEUTIC PROBLEMS 


Part-time, 7:30 to 9:30 p. m., Thursdays, January 8 through 
February 26, 1959 


MODERN TRENDS IN THE DIAGNOSIS AND TREATMENT 
OF CONGENITAL HEART DISEASE 


Full-time, February 4 through 6, 1959 


SEMINAR IN DERMATOLOGY AND SYPHILOLOGY 
(FOR GENERAL PHYSICIANS) 
Full-time, February 16 through 20, 1959 


BASIC SCIENCES AS RELATED TO ORTHOPEDIC SURGERY 
Full-time, January 5 through June 12, 1959 
For additional information: 


Office of the Associate Dean 
NEW YORK UNIVERSITY 
POST-GRADUATE MEDICAL SCHOOL 
550 First Avenue . New York 16, N. Y. 


The Willows Maternity 


Sanitarium, Inc. 


Since 1905 


Competent, ethical services for expectant moth- 
ers, spacious recreation grounds. Patients ac- 
cepted any time. Early entrance advised. Adop- 
tions through Juvenile Court. Rates reasonable 
and ada we to patient's needs. Complete Medi- 
cal Staff. Address: 

MRS. DON D. HAWORTH, Supt. 


2927 Main oe Kansas City 8, Mo. Tel. Westport 31-2104 
PRICE LIST or 


Health Publications 


Send for a free catalog listing publications of the American Medical 
Association dealing with community health, personal hygiene and sani- 
tation. Listed are posters, pamphlets and other publications of interest 
to the public. Help encourage the maintenance of good health in your 
community. 


American Medical Association, 535 North Dearborn St. Chicago 10 


SIMPLIFY BLOOD CELL COUNTING 
MARBEL BLOOD CELL CALCULATOR 


* Always Accurate ¢ Faster Count ¢ Easy to Operate 
No more tedious computations. Five keys for five fingers of either hand 
and three smatier keys for the Schilling Hemogram: Stabs, Juveniles, and 
Myelocytes. Count, add and calculate to 100 in one minute without 
removing eyes from microscope. Price $85.00, black finish. 


THE MARBEL BLOOD CALCULATOR CO. 
30 W. WASHINGTON ST., CHICAGO 2, ILL. 


NORTH SHORE 
HOSPITAL 


—for psychiatric treatment and research 

ae on the shores of Lake Michigan 
WINNETKA, ILLINOIS 


treatment 
of emotional 
disorders 


BELLEVUE PLACE 


for 
Nervous and Mental Diseases 
EDWARD ROSS, M.D., Medical Director 


BATAVIA, ILLINOIS PHONE: BATAVIA 1520 


Whittoker 
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(EQUANIL’ AND PETN). 
EQUANITRATE* 
Meprobamate and Pentaerythritol Tetranitrate 
ft 
Care ane 
For information contect > 
225 Sheridan Rd. Hillerest 6.021) 
SODIUM OLEATE 0.67" 


iron-deficiency anemia is common... never normal 


‘The surprising thing is the number of people at the present time with 
[iron-deficiency anemia], sufficient to interfere with their health and 
efficiency, in whom it is not recognized and not treated.” 

— Youmans, J.B.: New England J. Med. 234:773. 


A decrease in hemoglobin concentration of only 10 or 15% from normal is 

frequently sufficient to produce a definite asthenia, easy fatigue and 

a high susceptibility to infection in an individual! otherwise considered well. 
—Paegel, B.A., and Ross, J.F.: M. Clin. North America 30:1042. 


In such patients just three or four ‘Feosol’ Tablets daily should produce 
a rise in hemoglobin which often averages 1% per day—and a satisfactory 
reticulocyte response in one week. 


Smith Kline & French Laboratories, Philadelphia 


*T.M. Reg. U.S. Pat. Off. 
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clinical and experi riment 1 studies. 


A dependable 
Ovoid dosage form 
for every need — 


SR Yellow 
16 mg. (% grain) 


Light green 
32 mg. (% grain) 


Dark green 
= 100 mg. (1% grains) 


Luminal (brand of phenobarbital), : Also elixir, 20 mg. (45 grain) 
tendemark reg. U.S. Pat. Off. i per 5 cc. teaspoon. 


predictable central sedation 
of any degree — | 
Luminal is a sedative of choice | 
with a continuous 
bibliographic background 
Q 


in the management of the 
“symptom-complex’’ constipation 


e difficult-to-pass stools 
@ infrequent defecation due to 
inadequate peristalsis 


inadequate bulk 


@ or a combination of these symptoms 


for soft, easy-to-pass stools 


Colace 


Dioctyl sodium sulfosuccinate, Mead Johnson 


for predictable, yet gentile peristalsis 


Peri-Colace” 


Dioctyl sodium sulfosuccinate and anthraquinone 
derivatives from cascara, Mead Johnson 


/ 
a | to provide bulk in the intestine...not in the stomach' 
Celginace 


Calcium and sodium alginates and dioctyl sodium 
sulfosuccinate, Mead Johnson 
tablets granules 


Celginace provides ‘hydrasorbent’ bulking in the 
intestine where bulk is needed. It also offers 
unique dosage convenience in a bulk agent.. ; 
only one to three tablets daily. 


new a comprehensive approach to the relief of constipation 


Combinace 


Calcium and sodium alginates, dioctyl sodium sulfosuccinate 


and anthraquinone derivatives from cascara, Mead Johnson, 
tablets granules | 

Combinace provides (1) smooth, nonirritating, ‘hy- 
drasorbent’ bulk of alginates (2) the predictable, 
yet gentle peristaltic stimulation of Peristim* (3) 
the moistening action of Colace. 


Mead Johnson 


Symbol of service in medicine 


As a service to you in 
instructing patients 
“Advice on Constipation” 
leaflets are available. 


Standardized preparation 
of anthraquinone 

derivatives from cascara 
sagrada, Mead Johnson. 


1, Mulinos, M. G., and Jerzy Glass, 
G. B.: Gastroenterology 24: 385- 
393 (May-Aug.) 1953. 
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